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Introduction 


Population Policy and the Politics of Reproductive Rights. 
I 


With the UN Conference on Population and Development in 
1994, the issue of population control has acquired new importance 
in development debates. In reviewing an old argument, the popu- 
lation growth in the Trird world nations is being projected as a 
threat to economic development and as a cause for global degrada- 
tion. Given such reasoning, bilateral and multilateral funding 
agencies are imposing population control as a major condition for 
developmental assistance to the Third world. Population control 
is also being prescribed an instrument for structural adjustment 
policies. The recent National Population Policy of the govern- 
ment of India endorses this reasoning by linking poverty and 
underdevelopment with population growth. 


While inequity in access to economic resources and class- 
based exploitation are the root causes of poverty and under 
development, population policies and programme have sought’ solu- 
tions to these problems through a variety of fertility control 
devices. AS a result, women and their reproductive rights have 
become the targets of population control programmes which have 
objectified women by reducing them tc wombs whose fertility must 
be controlled and, if possible, rendered infertile. Thus, women 
are expected to carry the burden of birth control even as they 
are denied decision making powers, personal freedom of choice and 
control over their bodies. 


If it is the poor and the Black women in the West who are 
the targets and victims of population control strategies, in 
India it is the poor women, who are mostly drawn from lower 
castes and religious minorities, have been subjected to dehuma- 


nising tamily planning experiments. Recently, the US courts 
ordered the forced implantation of Norplant on them as a_ punish- 
ment. In India, despite the continuous protests from women's 


groups, Norplant, Net-en, Depo-provera and other contraceptives 
are being experimented on poor women without any “informed con- 
sent’. We may also remember here that during the emergency 
period, women from poorer strata were coerced into sterilisation. 


Such objectification of female body and sexuality and denial 


of freedom of choice ts wenen on the issue of child bearing has a 
long history both in the West and in cur own country. In this 
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this collection. 
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i i i e West 
Population Control and Reproductive Rights in th 


i lthusian 
The politics of population control began sa inpidriehtiol 
idea of unrestrained population growth leading s of subsistence. 
and the subsequent total destroyal of the teal contiesy” > avail 
Out of this theory of population was born the Amor :Aae> cal 
ment for birth control in Europe and in North 1 - by the Social-= 
led by the i aa lg a etcen, EE sepa 
ist Feminists. In the 20 nh cen ’ latiae Gontcee 
ments coalesced into family Planning and popu nae 
programmes which were forcibly imposed . an “ner anol ii 
Third world countries by economically adva ‘tne 
nations. An analysis of these various trends and phases w a 
the population control movement will help one understand as 
what extent their policies and perspectives affected women's 
rights over their Sexuality and bodies; and whether the family 
planning programmes were evolved as a means to control population 
growth or as to enable women to exercise control Over their 
reproductive rights. 


i) Malthus on Population and Population Control 


In his "Essays on “he Principle of Population", first published 
in 1798, Robert Thomas Malthus “demonstrated' the adverse impact 
of population grow:h on food availability ana argued that "the 
power of the population is indefinitely greater than the power in 
the earth to produce Subsistence for man". Drawing a Simplistic 
Parallel between population growth and food Production, as if 
they stand unmediated by other Social and economic relations he 
argued that if the Population growth goes unchecked, poverty will 
become inevitable, Hence, in his view, the poor who are the 
worst affected must adopt birth control as a 
Problems of Poverty. According to Malthus, 
cannot afford to raise their families must ab i 
as well as from "illicit" sexual relations. 
a noontraception which for him amount 
agemen o romiscuous j " i 

Shareane. foe a ntercourse" and degradtion of “female 
Childbirth was wrong. Following his i ithe a 


; ; deas, the Mal ; 
for the Promotion of birth control was formed in 1877 in Eeague 


which preached birth control by means of self-control as moral 


restraint within marriage in order to check the so-called exces- 
Sive child bearings among the poor. 


What is evident in Malthusian's views on population is, 
first of all, his anti-poor bias. While he evaded the question 
of how class’ structure and its dynamics lead to poverty, he 
located the reason for poverty in the sexual mores of the poor. 
In other words, his ergument is one blaming the victims. Equally 
important is the fact that, in viewing population merely as an 
issue of the economy and by treating women's sexuality as some 
thing which should nct be freed from its patriarchal containment 
through contraceptives, he denied women's reproductive rights. 


ii) The Eugenists and the neo-Malthusians on Birth Control 


The Birth control movement in North America began with the 
Eugenists who, given their racism, were obsessed about racial 
purity and ~“improvement' of human race through ‘“scientific' 
breeding. They advocated fertility control as a method of 
“perfecting' society by eliminating the growth of such sections 
of the population which were considered as undesirable. Through 
state support and legislations, they carried out sterilisation on 
the weak, the powerless and those belonging to so-called inferior 
ethnic groups. The Eugenist ideal of “racial purity' was’ car- 
ried out by forcing women of classes and communities which were 
treated as inferior not to bear children and women of classes and 
communities which were treated as superior to bear children. In 
this process of Eugenists taking control over women's wombs, they 
denied women their rights and control over their bodies and 
sexuality. Even though the Eugenics movement lost its credibili- 
ty after the Nazi atrocities on the Jews and ~non-Germans'/ ~non- 
Aryan' ethnic groups, its influence is still around. It is the 
racist Eugenist ideas on birth control which is evident in the 
forcible implantation of hormonal contraceptives like Norplant on 
Black women with the “criminal records'in the USA. 


The neo-Malthusian ideas which came to dominate the politics 
of birth control all over the world from 1920s for another four 
decades, placed importance on reproductive control as a_ remedy 
for a range of problems like poverty, retarded economic growth 
and degradation of environment. Dictated by utilitarian concern 
of class improvement, this group advocated birth control] by means 
of contraception aiming at the fertility control of the middle 
class women. Later on, women of other classes too were’ included 
in the neo-Malthusiar agenda. In the early 20th century, influ 
enced by social reform and by the radical socialist feminists, 
the neo-malthusians temporarily advocated birth control as 


Birth con- 


“a short-lived phase. z ° 
women's rights. But this was a s&s alised by 1930s, neo Malthu 


trol being professionalised and age tate family planning and 


er began ad ; omen's 
mt ie Pardee? and aiiainated from their mae at ae 
“responsible rights In other words, by this sigs empowerment 
et et eee fertility control as an ac tic Hicest . .am 
piri = was totally subordinated by the economis 


population control. 


Family Planning, Contraceptives and Demography 


In the 1950s, the neo-Malthusian and Eugenist a hy ane 
lation control were or rere, sees Pe pape 
tional Planned Parenthood Federation _— 

Which has been a major force in the population miter = pe 
the globe formulated strategies to strengthen the idea of = 
family instead of enabling women to realise reproductive rights. 


Based on the Malthusian formulation i.e. the rapid growth of 
population as the cause of poverty, population policies were 
evolved all over the world during the 1960s and the 1970s. In 
the UN World population Conference of 1974, the US dictated a 
policy of setting demographic targets for controlling population 
growth. Thereby Family Planning programme were evolved and mas- 
Sive dissemination of contraceptives were carried out throughout 
world through Government and non-Government agencies. Under 
these programmes, economically poor women of child bearing age, 
who were considered “at risk reproducers', were targeted for 
sterilisation anda insertion of contraceptives. 


Early Feminists Perspectives on Population Policies 


Such denial ‘of women's reproductive rights did not, howev- 
er, gO unchallenged. Feminists have long reacted to Policies of 
Population and advanced alternate ways 


control and reproductive rights. while the Carly feminists! 
N's reproductive free- 

dom were co-opted by the neo-Malthusians and i 
later women's movement, ie., until 1980s, ‘a . the ae ra 
Marginal to the larger Struggle against patriarchy. It may be 
feminists understood and formulated 


Against the legel ana religious restrictions con the practice 
of birth control, feminists have advocated fron the mid 19th 
century women's richt to reproductive choice as a basis for 
women's personal) and political emancipation. In the early 20th 
century, the radical socialist feminists, Margaret Sanger and 
Emma Goldman, while demanding equal economic and political rights 
and equality within the family, argued for the right to birth 
control as vital to women's sexual and reproductive autonomy and 
control over their marital sexual relations. Unlike the neo- 
Malthusians and the Eugenists who propagated demand for birth 
control as a means to control population ana improve the economy, 
radical feminists advocated birth contro] primarily as women's 
right to reproductive control. According to them, birth contro} 
symbolised reproductive selif-determination of women. Hence, they 
insisted that motherhood should be a voluntary act and ai econ- 
scious choice of women rather than being forced upon then ana 
every woman must have the right to birth contre} information and 
services. 


In order to disseminate information on birth control ane 
make it accessible to women, Margaret Sanger founded the journal 
Birth Control Review in 1917 and opened a birth control clinic. 
In 1921 she foundee the American Birth Control League and in- 
volved in its activities medical professionals and neo-Malthu- 
Sians. This medicalisation of birth control and the induction of 
neo-Malthusian into the league marked the diminishing of feminist 
perspective on birth control and the beginning of dissemination 
of population lobby's ideas on birth control. While birth con- 
trol could signify both population control and women's reproduc- 
tive rights, neo-Malthusian's aggressive campaign within the 
league marginalised the latter meaning of birth control 
(i-e.Women's reproductive rights) and foregrounded the former f 
(i-e.population contrel). The Early feminists, in their failure 
to differentially engage with each of these meanings of birth 
control, led to confusions in stragegy and as a consequence 
subverted their own radical agenda. Sanger herself compromised 
on the demands for birth control as women's rights and played an 
instrumentalist role in organising the First World Population 
Conference in Geneve in 1927 which was completely controlled by 
the Eugenists and meo-Malthusians who subverted the feninists 
demand for reproductive rights of women. 


In India too the issue of birth control was taken up by the 
women's movement. Even thougn from 1930s the All India Women's 
Conference ({AIWC) addresssed the issue of birth control, members 
of this organisation were completely pelarised on the advocacy of 
birth control. Citing instances of maternal mortality and infant 
Geaths, prominent ieaders like Lakslimi Rajwade urged the AIWC to 
propagate the idea of limiting the size of the famiiy and pro~ 
posed the appointment of a committee of medical women to study 


oor women on 
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sd neo-Malthusian assumptions by treating a Simultaneous- 

classes as the right to target for birth con concern by sinclud- 

ly, they also moved beyond the neaee cous ss aesaat However, 
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unlike the European feminists, they did no bality and bodies. 
tion in terms of rights of women over their sex 
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The Birth Control Movement in India 


The process of colonialism and the consequent exposure 2 
western ideas brought neo-Malthusian and Eugenic ideas on popu 
tion control in public debates in pre-1947 India. As early as 
1920s Indian elites, particularly administrators, economists and 
statisticians, attempted to establish birth control clinics to 
disseminate information on contraception. This was a time when 
sexuality was not considered an appropriate topic for public 
discussion. In particular, women were not even allowed to 
articulate their opinion on sexuality in public or in mixed 
‘public groups. 


The early advocates of reproductive control in India like 
P.K. Wattal, who wrote a neo-Malthusian tract in 1916 itself, 
viewed the issue of population as a reason for poverty and ill- 
health argued for th: need to limit the same through the initia- 
tion of public poiicy on reproductive control. In 4921, 
R.D.Karve, who argued that contraception is morally acceptable, 
Started supplying in Bombay information and appliances related to 
contraception. In 1924, N.S. Phadke established the Bombay Birth 
Control League to Propagate the idea of reproductive control. In 
1927, in Sholapur, a Eugenics society was formed to prevent the 
“multiplication of the inferior" through birth control methods, 


a period of inaction, it was revived by elite Tamil Brahmins 


> - > > . Ww 
donnie believed in racial improvement. They propagated ante 
ideas On reproductive contro] through Madras Bi Cc 
fin and sold various contraceptives. ~ kth Control Bulle- 


These associations which propagated the Eugenic 


improving Indian Population through reproductive co 

pul > ntrol w 
catalysts for shifting the birth contro] agenda’ from Mic a 
health issues to Family Pianning. Significantly, all 


organisations included women in planning and decision makings of 
birth control initiatives. Men in this forum even dismissed 
women's knowledge of birth control. When Margaret Sanger wanted 
to involve Indian women in birth control debates, Indian men 


insisted that only they were qualified to discuss the issues of 
birth control and not women. 


Thus the early birth controllers, who had drawn their ideas 
from the Eugenists and the neo-Malthusians, associated birth 
control with the population control, and did not address issues 
of women's health and reproductive rights. Their opposition to 
women's reproductive rights was evident in their Opposition to 
women activists who were willing to participate in the birth 
control movement on account of women's health. 


The nationalists, on the other hand, under the influence of 
Gandhi, vehemently opposed birth control on the ground that it 
would lead to sexual promiscuity and dissolution of marriage. 
Gandhi considered sexual union as proper only when it was’ meant 
for procreation. While, due to religious and social conserva- 
tism, many congress leaders avoided discussions on reproductive 
control, Hindu conservatives used religious rationales to oppose 
birth control. They claimed that the nature of women's’ body 
demanded that she must deliver a child every three years. In 
reducing women's sexuality exclusively to child-bearing and 
presenting child-bearing as the duty of women, both the Gandhians 
and the Hindu conservatives subverted women's rights over their 
bodies and sexuality. 


On the other hand, Muthulakehmi Reddy and others within the 
AIWC opposed birth control and proposed a comprehensive approach 
to improve women's health through the opening of maternity and 
child welfare centres to educate men and women about health 
needs. As far as birth control was concerned, the maximum they 
could accept was Gandhian self-control whicn in fact, as we have 
seen, reinforced the culturally constituted link between sexuali- 
ty and fertility and refused women reproductive rights. 


Birth Control in Post~-1947 [India 


Strong opposition from Hindu conservatives and the national- 
ists, along with the immediate concerns of independence, had pre- 
vented any debates on reproductive control through contraception 
until 1940s. But by 1949, the Eugenic and neo-Malthusian- con- 
cerns of birth control were revived in the form of Family Plan- 
ning Committee which cleverly co-opted women like Lady Rama_ Rao 


: : financial as- 
became the president of the committee. With e mnet atin 
c 


who : cies such as . 
sistence provided by international aoa ee designing the earliest 


Foundation, this committee was involve nee nie committee was 
1 tion policy in this country. By ning Association of 
ct under the name of Family Plann opula- 


ing out the p 
: o h k of carrying és 
India (FPAI) which eeeee took ee ertckinith theme objec 


i ramme. ion (IPPF) was 
ae varorcee eens Planned perenthoad merely 
founded in Bombay by Margaret Sanger and y 
The Family Planning Programme and Women's Health 
In the 1960s the ayth of “population explosion' propagated 


. o~- 
by the developed metrop»litan countries and the cere pe mai 
tion of family planniny strategies by the internatio amas 
agencies under the guijiance of the USAID, motivated cease ae 
state to advocate famiiy planning programme to the exclu dee 
most other health services. As well known, India was one lt “ 
earliest proponents and advocates of family planning 3a} 
fertility control methods. Mass education (more as be ay pg 
on the need to limit the family size and incentives for couples 
who utilised contraceptives were some of the strategies evolved 
to promote family planning programmes. However, these strategies 
failed miserably without meeting the specified target of birth 
control. AS a result, with the advice and specific recommenda-— 
tion of aid agencies, the state integrated the Family Planning 
Programme with Maternal Child Health (MCH) in order to target 
women of child bearing age. 


By 1970s the MCH Programme became a family limiting service 
distributing Pills and other contraceptives for women in the name 
of reducing maternal mortality due to child birth. We may note 
here that contrary to the belief that contraceptives prevented 
increase in maternal morbidity it was the weaker public health 


infant death. Since resources allocated to other health services 
were appropriated for the Family Planning, maternal mortality 
increased due to anemia which could not be tackled merely at the 
time of pregnancy. In other words, the fact of the matter is 
the government was not bothered about women’s health, not to 


speak of women's reproductive rights While it taj i 
contra ; ked of birth 


It was around the Same time, the frenzy to meet t 
: F ; ar S 
family Planning led the State to recruit the armed POrGe mare 
military forces, NCC, NSS to Carry out Family Planning pro ramm 
While forced sterilisation were Carried out on men, the aed 


able family limitation techniqUes were imposed on women. The 
imposition of injectable contraceptives like, Net-en, Norplant 

depo~-provera, anti-fertility vaccines on women have completely 
taken away women's control over their bodies. For instance the 
hormonal contraceptives like Norplant, once injected into woman's 
body, remain there for five years when her fertility is under 
control. Thus this technology becomes a tool in the hands of the 
state to control and usurp women's right and control over their 
bodies. If the black women are the victims of Norplant in the 
USA, in India the Norplant trials are carried out on women of 
lower classes, castes and minorities. In fact, it is by now 
well known that all the 20,000 women who were under Norplant 


trials in this country were ignorant about the effect of inject- 
able contraceptives. ; 


; All these experiments with women's bodies by the state and 
its agencies show how the population policies and development 
programmes have placed the population control as their central 
agenda and denied women their reproductive freedom and control 
over their life situations. © 


It was the introiuction of these new contraceptives that 
brought women's organisations and progressive health groups 
together world-wide tx question the ethics of promoting these 
contraceptives and to <hallenge the medical establishments for 
carrying out trials on Third World women. As a result of their 
stcuggles, new reproductive health strategies are slowly emerg- 
ing. 


IV 
Feminist Perspectives on Reproductive Health 


The population policies and programme, particularly the imposi- 
tion of various contraceptive devices on women which has affected 
women's health and reproductive rights, are increasingly making 
women aware of their health needs and reproductive rights. In 
recent years, this awareness has led them to mobilise women's 
opinions and articulate their needs through women's movement. 
They also closely ser.:itinise the population policies from the 
point of view of whethr they contribute to an increased deci- 
sion-making power for women and also whether these policies help 
women move towards transforming urequal gender relations. Apart 


they also 


icies 
polic execut- 


; ’ lation . 
from critiquing the sex-biased popu lanning and 


demand that women should be participants in Pp 
ing policies that affect women. 


; control 
has the right to 
rspective tuat every woman : tmination as to 
tne cae sexuality and veproduction without “religion and other 
age, marital status, income, caste, class, re + a health 
consideration has led to the evolution of repr 
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j sses the issue of women 

h. An approach which addresses ; wes “ 
ten in BP Ma pe reproductive health in particular b ot 


fertility control. 


This reproductive health approach is premised on the follow- 
ing objectives: 


i) evolving a comprehensive socio-economic, legal and bio- 
medical framework for reproductive health; 


ii) empowering and conscientising women to understand their 
reproductive health requirements; 


iii) ensuring public dialogue and creating public awareness 
about reproductive rights and population issues; 


iv) Supporting community based activities on the issue of 
women's reproductive health; 


v) developing aid encouraging women centred models’ for 
reproductive health cure and Supporting education on these 
rights. 


iv) promoting dialogue and networking among women's groups 
on health related issues. 


Linking YP reproductive health with reproductive rights of 
women, _feminists have suggested the following alternatives and 
strategies for an effective population policy. 


i) Transforming the prevailing relations of authori 
and subordinations between men and women across different ae 


: ; le 

of society such as family, caste and religion. mee 
ii) Empowerment of women asS central to i 

policy Proposals and implementation. i.e. acerca 


Perceiving women as 


active subjects and agents and not as Passive recipients of 


social change. 


iii) Empowering women to excercise reproductive 


trol by making decisions 
about other sexual and r 
uality itself. 


not only about conttraception, but also 
eproductive health needs and about’ sex- 


Now let us turn to the collection of articles, reports and 
documents that are put together here which analyse and critically 
reflect on development strategies and population control pro- 
gramme. For the convenience of the readers, we have classified 
the collection into three sections. 


_ The first section of this collection contains two articles 
which deal with theoretical perspectives on population control 
and the feminist struggle for reproductive rights. These articles 
have already appeared in a book written by Ruth Dixon-Muller, 


Population Policy anc Women's Rights: transforming Reproductive 
Choice. 


In the first article, she traces the history of population 
control debates and population control movement in Europe and the 
feminists struggle for redefinition of birth control from the 
point of view of women's rights over their bodies and freedom of 
choice and information. Her contention is that the earliest 
advocacy of birth control and population control was’ inherently 
anti-women since they eliminated the issues of women's health and 
reproductive rights from their debates and policies. In con- 
trast, the socialist feminist's advocacy of birth control empha- 
sised these rights as important agenda for the women's participa- 
tion in reproductive control. However, this radical position of 
the early feminists were co-opted by the neo-Malthusians. She 
further argues that in the absence of concrete social, political 
and economic reforms, population policies were promoted only at 
the cost of women's interest. 


In the second article, "Women's Rights and Reproductive 
Health: A Policy Age7ida", she defines as to what should be the 
alternative reproductive policy. In proposing a _ reproductive 
rights policy as an #lternative to family planning policy, she 
argues that fertility control must result only from the transfor- 
mation of material «nd social conditions which would empower 
women to exercise control over their own sexual and reproductive 
capacities. While peinting out the problems with the existing 
population policies, she elaborates the need for a _ population 
policy as equal rights policy which would, a) promote women's 
economic, social, political’and Civil rights; b) work towards the 


ae , inst girls and 
imi 11 forms of discrimination again avin au 
oe snaeeaiedl pro-natalist pata — develop- 
the fanily, community, and nation. In this ee 2 componiale renal 
ment policy of which population policy *6 ov tial standard of 
become a human rights policy ensuring subs ae framework the 
living and other basic freedoms. Only within ds. Gee Glee 
family planning programmes, devoid of demogr anne services 
ensure high quality sexual and reproductive 


through reproductive rights policy. 
Population Policy and Development: A critique 


The second section in this collection contains articles 
critiquing the existing population policy and the eve. 
programmes from feminist perspectives. The first paper in his 
collection on "Rethinking Population Policy", while contending 
that the development process do not entirely depend on population 
control, effectively argues that the problems of underdevelopment 
and poverty are not related to population growth but to various 
factors like inequity, overconsumption of resources by the de- 
veloped nations and massive spending for strengthening state 
machineries like military expenditure etc. By overlooking these 
factors, the government has got obsessed with the strategy of 
family planning. The author points out that despite the increase 
in the national expenditure on Family Planning Programme (which 
went up to 24.7% of the overall health budget), the programme 
became a total failure because of its single priority of fertili- 
ty control. The entire heaith service was geared towards achiev- 
ote targets at the cost of public health services and women's 

ea ° 


its development perspectives from the point of their effect on 


not lead to improvement in women's health. Based 

of women from two poor communities in Tamilnadu, eh Sather 
contends that the top-down approach of the Family Planning Pro- 
gramme have not integrated the reproductive health care withi 
its scope. Thus, women are treated as Passive recipients of the 
programme which has marginalised women's requirement . 
ties. Suggesting an alternate policy, she argues tha 
tion control programme must be accompanied by wy 
economic and social transformation including redistributi 

land and other means of Production, free and equal a « ~hetigad 
education and suitable rural development policies to po ey 
sufficient employment and other facilities. Further pvenerate 
women's requirements énd interest must dictate programm or her, 
ties and strategies rather than demographic calculations eas 


~~ 


The third article in this section s ecifically analyses the 
recent Draft Nationei Policy and its pttnce cone tac tree and 
other oppressed grovps. It points out how the draft policy has 
failed to evolve an integrated approach to development/human 
right issues and questions the ethics of the policy document as 
it fails to address issues which affect people's lives such as 
growing economic and social inequity, problems of malnutrition, 
hunger, poverty, unemployment, unequal land distribution and 
uneven industrial development. It also argues that the draft's 
attempt to evoke gender equality remains merely as a rhetoric as 
it fails to account for the growing feminisation of poverty, 
violence against women in the family, women's lack of independent 
sources of income and decision making power. 


The Struggle for Reproductive Rights: 


The third section and the last in this collection includes 
reports of conference and other documents. They include, 


a) reflections on the experiences of using contraceptives 
like Norplant, shared by women who have undergone these trials - 
put together by the Forum for Women's Health (FASDSP). 


b) proceedings of the International Women's Health Confer- 
ence held in Rio de Janeiro in 1994 and the proceedings of Repro- 
ductive Health Meet held in India. 


c) women's’ group's perspectives on women's health in the 
Medico Friend Circle Annual Meet on Reproductive health held in 
January 1994; anda draft statement on population policy from 
women's perspective contributed by one of the member of the 
expert group on population policy appointed by the Government of 
india to draft the new policy perspective. 


These documents and reports will be of relevance to under- 
stand the ongoing women's struggle to define reproductive health 
and evolve strategies: to counter authoritarian population control 
programmes. 


ANANDHI. S. 
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SECTION I 


2 


“POPULATION CONTROLLERS” 
AND THE FEMINIST CRITIQUE 


Feminism, women's rights, birth control, population control: they are al! 
sox] MOVeMents engaged in political action to promote specific policy 
ageadas. Connected in complex and sometimes combative ways with one 
anojher, they are also involved in collaborative or antagonistic relaticy- 
ships with siier social/political movements: with liberalism, radicalism, 
am! socialism, for example, and with ethnic and State nationalism and 
religious fundamentalism. The ideas of these and other movements com- 
pete ina clash of contradictory ideologies backed by interest groups with 
varying degrees of power. Competing claims often incorporate the control 
of women’s bodies and women's lives us symbols of group power. Jn the 
sudst of untinatalist and pronuatalist agendas, feminists Claim the right to 
control their own bodies and their own lives. 

The three chapters of this section analyze the politics of the women’s 
movement and the birth control/population control movements from dif- 
ferent vantage points. This opening chapter tells the story of feminist 
reactions to the campaigns for birth control in Europe and North America 
in the latter part of the nineteenth century and for population contro! in 
the latter part of the twentieth. It examines the roots of the contradiction 
between early liberal-reftormist feminism and the birth control movement 
tha! raise questions of relevance today. Are artificial methods of contra- 
ception truly liberating for women or do they simply make it easy for men 
to have Unlimited sexual access without having to engage in ‘‘cooperative 
self-denial’ (for example, by practicing coitus interruptus or periodic 
absinence to avoid unwanted pregnancy)? The early feminists were pas- 
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mitted to the idea of ‘voluntary motherhood, but on =. 
: ; ning of the twentieth century, W! 

own terms. It was not until the beginning © a 

5 at esis a dici inis that birth control was 
the rise of socialist agitation and radical feminism, ey 
defined by activists such ag Margaret Sanger and Emma Goldman yr tde 
to the class struggle and fo women’s sexual liberation. The first - ! 
yoened their doors in 4 spirit of open defiance of legal and wisi ee 
ventions. The subsequent evolution of the family planning estublis 4 
ment’ took quite anothey turn, however. Increasingly professionalized, 
medicalized, and respectable, it lost its feminist fervor in the decades 
fyllowing the 1920s. ‘Responsible parenthood,"* not women s liberation, 
was the primary goal. 

The renewal of feminist activism in the late 1960s in the United States 
involved, among many other issues, a protracted struggle for the recog- 
nition of reproductive rights and the legalization of abortion. But feminist 
health advocates have been increasingly critical of many of the devel- 
opments in family planning programming and contraceptive development. 
The growth of a powerful movement for population control has attracted 
strong opposition. Although feminists insist that every woman has a night 
to birth control information and services, they have challenged population 

control policies and programs because the latter’s political agendas 

seemed to exclude a fundamental concern with empowenng women. **The 
major difference... between the feminist agenda and most- population 
agencies is that feminists see the use of family planning within the context 
of sexual power dynamics that subordinate women, and they place the 
highest priority on helping women change these dynamics" (Helzner and 
Shepard 1990, p. 153; emphasis added). Programs that do not recognize 
these priorities do women u disservice, feminists contend, by perpeluuting 
mule power und privilege. 

The perspective of the population establishment is uddressed in chapter 
3, which tells a story about the shifting position of the United States 
government on population and family planning at home and abroad. The 
government's position evolved from a tentative interest in supporting 
family planning research and programs in the 1950s, to enthusiastic en- 
Gee revatio ne "30g when US. peey fos ear te von 
of » alae, aL s when U.S. policy fell under the sway 

| conomic ideologies and organized attacks on family plan- 
ning by fundamentalist religious groups. Because most policymakers 
revealed little awareness of (or interest in) the implications of their policies 
for women’s lives, the "woman question” remained peripheral to most 
of the domestic and inteynational policy debates. Planners and researchers 


were more interested in macro-level analyses of th 
e effects o , 
growth on ccou f population 


sionately com 


apa ’ . 


for some expressed concern with women’s and children's health and fam 
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ily Welfare, the “*soft’’ questions remained | 
of women’s rights along with other critics 
the. population controllers were alien 
recently have they 


argely unexamined. Advocates 

of fie ethics and practices of 
ated from the policy process. Only 
mobilized around the issues of improving the quality 
of care in family planning programs and protecting women’s health and 
nghts in domestic and international programs. 

The dilemma of women’s health advocates in developing countries who 
are caught between the ideologies of population controllers (gencrally 
reflecting U.S. policy) and of nationalist and religious pronatalist move- 
ments is described in chapter 4. Womens’ Organizations in Brazil, Nigeria, 
and the Philippines have tried in various ways, some successful and some 
not, to influence or challenge the population policies of their countries as 
democratization in the 1980s has opened up new avenues of political 
engagement. The possibilities of extending comprehensive reproductive 
health services to women as a basic entitlement have been tempered by 
the harsh realities of economic austerity as well as by political resistance 
from conservative sources. Feminists in these and other southern coun- 
tries are struggling to identify key issues and programs that will reflect 
their own sense of prionties rather than those of national politica! parties 
and elites, powerful religious institutions, and the international population 
establishment. They are also developing a unique feminist identity which, 
on some political issues, sets them apart from or even in opposition to 
many feminists in the north. Histories of colonialism, imperialism, racism, 
and economic exploitation that have produced glaring international dis- 
parities in power, privilege, and wealth are far too powerful to be ignored. 
A major challenge to the global women’s movement Is to transcend these 
geopolitical divides in the defense of women’s reproductive health and 
nghts. 

The women’s movement in both northern and southern countries has 
been caught in a double bind on the birth confval question, largely because 
the feminist concept of fertility control as an individual, autonomous act 
of empowerment has been eclipsed by the political concept of population 
control as a public policy imposed by governmental authorities or other 
ruling elites. The feminist response has been a sharp and vocal critique 
of ‘‘controlista’’ ideologies and practices launched from outside the major 
population institutions, a persistent attempt at reform by feminists (both 
male and female) from within, and an unanticipated and polenually dev- 
astating co-optation of feminist criticisms by anti-feminist, right-to-life 

&: 
SP aeteattiinis critique has shaped the dynamics of the relationship be- 
tween women’s groups and the population/family planning establishment 
in fundamental ways. Unfortunately, 1 has also contributed loa ac 
in which groups that in principle should be natural allies Me ne vibe 
of reproductive nghts often work at cross purposes in an atmosphere 
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ae oat allies irtui all new 
mutual distrust. Some radical feminist groups ee ae ged 
contraceptive technology on — ponte ecgumects amine per- 
ind of scientific fact-finding that might make iM ale led 
eases and their conclusions more nuanced. Some insist eee 
ul family planning programs are imperialist or racist by # the 
thus should be rejected. In short, they are too prone to t he 
baby with the bathwater. At the same ume, population piaaiers a 
contraceptive researchers tend to dismiss feminist complaints as unl : 
formed, emotional, and representing a minority view. Preoccupied wit 
achieving their own political and scientific goals, they fail to take Bervous!) 
the legitimate concerns that feminists raise about women $ health and 
rights. The contradictions embedded in these tssues, which have divided 
the women’s movement from the birth control/population movements and 
the women’s movement within itself, can be traced to the first organized 
campaign for birth control in England over a century ago. 


THE ROOTS OF CONTRADICTION: FEMINISTS AND 
NEO-MALTHUSIANS IN THE NINETEENTH CENTURY 


The deep ambivalence of inany contemporary feminists about the pro- 
motion of artificial methods of contraception has its roots in the reactions 
of first-wave feminists to the rise of the neo-Malthusian birth control 
movement in England in the fatter part of the nineteenth century. 

Birth rates were falling thyoughout the nineteenth century in England 
and in some northern and western European countries, beginning earliest 
_ in France (and the United States). Delayed marriage, nonmarmiage, and 

the practice of coitus interryptus within marmiage were primarily respon- 
sible. By the late nineteenth century, birth control information and tech- 
nology, originally the preserveofthe Propertied middle classes, permeated 


control among the general public. A Dutch 
off 
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inist movement protesting women’s unequal opportunities was reflected 


in the rapid growth of local, national, and international women's asso- 


ciations concerned with female suffrage and other aspects of women's 


social, economic, and political rights (Riemer and Fout 1980:59-62). 


Based largely on the theories of Thomas Malthus in the multiple ver- 


sions of his Essays on the Principle of Population (first published in 1798), 
the Malthusian League for the 


Promotion of birth contro! was started in 
England in 1877, Meetings of neo-Malthusians were held throughout Eu- 


rope in the 1880s nnd 1890s. Orgunizations were formed in Hollund. Ger- 


many, and France, and an International! Neo-Malthusiun Federation 
started in 1900 (Pierpoint 1922: Glass 1940). Attracting a variety of free- 
thinkers, liberal reformers, und utopians, the movement adopted Malthu- 
Sian economic arguments but departed from Malthus's own views in 
crusading for the adoption of birth control wishin marriage. Malthus had 
preached *‘moral restraint’’ yather than contraception as the check against 
excessive childbearing among the poor. Men and womeh were to abstain 
from marriage and from illicit sexual relations until they could properly 
afford through their hard work and frugality to marry and raise a family. 
Inno case was ‘*promiscuous intercourse"’ to be countenanced, by which 

Malthus meant "*that which employed improper arts"’ to prevent the birth 
of children, because it would ‘weaken the best affections of the heart, 
and in a very marked manner... degrade the female character’ (Malthus 
[1817] 1963:266). In contrast, the neo-Malthusians promoted birth control 
both for its economic advantages and as a means of avoiding ‘‘the evils 
of abstinence’ for men or their resort to prostitution (Banks and Banks 
1964:118). 

Neo-Malthusian propaganda aroused a storm of protest from some quar- 
ters, especially as expounded by the Malthusian League and its precursors 
in theif ‘crusade against poverty”’ (Fryer 1965:89-189). The British labor 
movement challenged the League’s economic argument that surplus labor 
was the root cause of low wages and poverty. Public figures in the medical 
profession claimed artificial contraception to be unnatural and unhealthy. 
The greatest resisiance came from religious moralists who believed that 
_ birth control would encourage licentiousness both within and outside mar- 
riage by making possible the enjoyment of sexual pleasure while pre- 
venting procreation (Banks and Banks 1964:120). In this sense the 
moralists shared Malthus’s view that intercourse without the consequence 
of childbirth was wrong. _ 

Ironically, bourgeois Victorian feminists appear to have acquiesced In 
the morulists’ view, although from u different perspective. According to 
histoyians J. A. and Olive Banks (1964), ‘*Far from believing family lim- 
‘tation by means of contraception to be a further step towards their eman- 
cipation, they appear to have seen it as yet another instance of their 
subordination fo man’s sexual desires’’ (emphasis added). Expressed in 
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in radical bent. It was not that British 


this way, their reactions have a certa ive childbearing: far 


feminists were oblivious fo the problems of one ve conaiinaied 
from it, Nor were they oblivious to the advantages 


itories vical 
contraceptive methods such as douching, vaginal ae olied 
caps, or vaginal sponges might bring in Companson WI! . es 
mnethods such us condoms or withdrawal (coitus interruptus darepstt? re 
number of them undoubtedly used such methods themselves. But, in 
ae =e ed that artificial contraception would 
public stance, feminists were concern sea 
weaken whatever control women may have gained over their own pe re 
by undermining their ability to regulate sexual access on the grounds O 
avoiding unwanted pregnancy. Women also feared oe 
would encourage philandering on the part of their husbands, who could 
take other Women 2t wifl without fear of pregnancy. Scxual and repro- 
ductive autonomy were closely linked in this view: a woman's control 
over childbearing would be achieved primarily through her control over 
marital sexual relations. A husband should respect his wife's wishes by 
practicing withdrawal or abstinence—that is, through cooperative self- 
denial. 7 
The theme of sexual autonomy—of women achieving control over the 
couple's sexual relations—algo appears among early Jiberal feminists in 
the Uniled States. The Grimké sisters, Elizabeth Cady Stanton, Charlotte 
Perkins Gilman, and Elizabeth Blackwell all attested to the healthy nature 
of women’s sexuality. Indeed, women’s sex drives could equal or exceed 
men’s, they noted, were it not for the pervasive social efforts to suppress 
itand for the “ignorance and selfishness of men in the sexual act" (Degler 
* 1980:265-268). Nevertheless, in uneasy partnership with social purists 
_ who preached against excessive sexual indulgence, early American fem- 
musts also advocated Sexual limitution within Marriage us u means of 
granting women greatey sexual autonomy. Elizabeth Cady Stanton, for 
example, asserted in 1853 that ‘*Man in his lust has regulated long enough 
this whole question of sexual intercourse." One of the Grimké sisters 
he shall become a mother, 
(ibid.:272). In other words, 
refuse her husband's sexual] 
a time when a wife was 
in law and practice. 


of **sexual limitation."’ Nevertheless, the con 
tumate control over their sexual and reproducti 
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don 1976). Women would gain this control either within Marriage or, at 
the extremes, by rejecting Murriage altogether through singlehood oY di- 
Vorce. ere 
Nineteenth-century bourgeois feminists remained suspicious of those 
Advocates of artificial contraception who, jit seemed, were men concerned 
Primarily with their OWN sexual pleasures. Feminism was not 4 Causal. | 


Banks 1964:129). Rather, it was the neo-Malthusian Crusade combined 
with socioeconomic changes, especially in the middle classes, that ap- 
peared to be primarily responsible for the Spreading practice of family 
limitation in that country (Banks 1954). In (he United States, the birth 


control movement was fucled in the fixsk half of the twentieth century by. = 


liberal lay persons (both women and men) concerned with issués of family 
health and welfare who increasingly won the. medical Professionals over 
to their cause (Fryer 1965:215). There was little feminist activism within 


the movement, with the notable exceptions of Emma Goldman and Mar- 
garet Sanger. 


BIRTH CONTROL AND SOCIALIST/RADICAL FEMINISM 
IN THE EARLY TWENTIETH CENTURY 


book went through 55 editions by 1930 and was translated into 20 lan- 
guages (Winter 1989: 123). Socialist feminists were demanding the same 
economic and political ri hts as men and cqualily within the furmily, which 
included the right to divorce and to limit the number of births (Quatuert 
1979; Riemer and Fout 1980). 

The demand for birth control divided the socialist movement, however, 
particaglarly in Europe where many Socinlists adhered to an orthodox line 
(Petersen 1989; Winter 1989). Some birth control Opponents spoke from 
a position of ideological Purity: family limitation was reformist, they ar- 
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its ise. With a rel- 
spoke against the movement from a position of compromise 


. aa an countnes, Hy 
atively gall base of elec d build coalitions with middle-class con 


contended, socialist parties shoul building as common values 


stituencies by emphasizing family and nauion- 
Winter 1989: 134). ; Fins 

The ideu of sepuruting $ex from reproduction wus rps oo 
accepted in the United Stutes by the second decade of the ey 
century. Women, especially working-class women, were entering the & 
bor force in large numbers. The birth control movement that began m 
the United States in 1914 was, according to historian Linda —— 
(1976;207), **... part of a general explosion of resistance to econ 
social exploitation.”’ Its Yadical proponents (both socialist and anarc ist) 
argued that birth control was not an incrementalist reform but a revolu- 
tionary Change that would transform society toward free sexual expres- 
sion, reproductive self-determination, and human rights. 

Self-proclaimed freethinkers and *‘militant feminists’’ Emma Goldman 
and Maryaret Sanger, both of whom published pamphlets on contraceptive 
techniques among their many other writings and speeches, crusaded for 
birth control as a means of opposing male tyranny and liberating female 
sexuality (a radical feminist position). Their crusade had a socialist and 
pacifist justification as well: birth control among the poor and working 
classes would serve as a weapon in the class struggle against capitalist 
exploitation, which relied on a reserve army of workers to keep wages 
down, and against militarism, which relied on mass mobilization (Gordon 
1976:212-219; Kennedy 1970:127-135; Fryer 1965:201-219). 

In Goldman's view, bith control was “‘the most dominant issue of 
modern times’’ which *‘¢annot be driven back by persecution, impris- 
onment or a conspiracy of gilence’’ (Goldman 1916:471). The federal Com- 
stock law, which was paged in 1873 aad not repealed until 1971, forbade 
the importation or distribution through the mails of so-called obscene 
materials such as birth control information or supplies. In 1914 Sanger 
launched a short-lived monthly publication called The Woman Rebel 
which had two purposes: first, to test the Comstock law; second, **tu 
rully friends and supporters to the cause of militant feminism in general 
pe her re ll apt: 1965:204). The first issue included an 
ce uc ‘ Th) n’ uy vu : a : 
have childven if they did nok wena eee in Seitlly Qeeerted sndaitaare 


right to have children without bein married, as 

“to look the whole world in the tant with a Re vba ms “ed 
to have un ideal; to speuk and act in defiance of The 
expression ‘birth control’ was printed for th 

issuc Of The Woman RebeLin June 1914 (Fryer 
Inends had searched for a name that would co 


a. nvey the “soci: 
sonal significunce”’ of the y the “social and per- 


movement. Having rejected a number of ulter- 


, 
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natives, they finally agreed on birth control-as 
cause. 

In 1914 Sanger also published the first edition pf Family Limitation, a 
widely distributed birth control pamphlet that ran eventually to ten edi- 
tions. Family Limitation described in graphic teyms how a woman could 
prevent pregnancy with douches, condoms, pesgaries, sponges, and vag- 
inal suppositories, while condemning the use of coitus interruptus because 
it was unreliable and could have a ‘“degrading’’ and ‘‘injurious”’ effect 
on women (Jensen 1981:559). The journal Birth Control Review inaugu- 
rated by Sanger in 1917 continued publication until 1940. , 

Despite anti-obscenity laws and harassment from moralists, in 1916 
Margaret Sanger opened the first birth control clinic in the United States 
in an impoverished working class neighborhood of Brooklyn. With several 
colleagues she distributed leaflets printed in Yiddish, Italian, and English 
throughout the neighborhood. Hundreds of women showed up for services 
the first day. The movement spread: women im other locations quickly 
followed by opening clinics (usually for fitting vaginal diaphragms) in 
defiance of the law. The resulting arrests and trialg brought much publicity 
and support for the cause. The first public ceyters for family planning 
service delivery in the United States were thus created in the spirit of a 
strong feminist ideology as a direct challenge.:to oppressive legal and 
social institutions that denied women their rights to reproductive self- 
determination. Birth control formed the basis of qa large and radical move- 
ment involving not only educated but also workjng-class women in par- 
ticipatory and defiant social action (Gordon 1976:229). 

Similiar events followed in England a few years later. In a working 
class community in 1921, feminist author Marie Stopes and birth control 
crusader Humphrey Verdon Roe opened what they claimed was the first 
contraceptive clinic in the British Empire (Fryer 1965:228). Like Sanger, 
Stopes was also subjected to years of legal harassment as well as to attack 
by the medical profession, church representatives, and other defenders 
of public morality. The Malthusian League opened its first clinic a few 
months later. The number of clinics grew rapidly in Britain following these 
beginnings, primarily under the aegis of the Society for the Provision of 
Birth Control Clinics formed in 1924. By the late 1920s at least 300 birth 
control centers were to be found in Great Britain, Germany, Austria, and 
the United States (Robinson 1930). In the Soviet Union, a law was passed 

Nin 1920 under the administration of feminist Alexandra Kollontay, Com- 
missariat of Public Health, entitling any wotman with less than three 
months’ pregnancy to procure an abortion from @ qualified physician, and 
to rest and care after the operation at the expense of the state. Leftist 
feminists in Czechoslovakia, Germany, Austra, and Great Bnitain, were 
agitating for similar rights (Pierpoint 1922:42). 

The influence of these early feminist crusaders was to be felt in many 


tire perfect name for the . 
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i thern 
parts of the world, not only in North America and Europe iat rata 
countries as well. In Yucatan in Southeast Mexico, for example, 


book Family Limitation was published and disseminated widely wy kt 
Pr in 1916 which was chaired by the 
the first Feminist Congress held there in . : & 

; ngly anti-clerical political 
governor of the state. In 1925, during a strongly inne 
regime, the book was digtributed freely throughout Mexico = “ 
1990). In 1922, Margaret Sanger reported to the Fifth Internation eo- 
Malthusian and Birth Cont! Conference held in London on her tnumphal 
tour of Japan, China, and Korea. Sanger’s American Birth Control League 
had affiliates in Mexico, Hawaii, Japan, and China, and an Indian Birth 
Control Society had been Started under her influence. 

The 1920s marked a turning point in the birth control movement. The 
Report of the Fifth International Neo-Malthusian and Birth Contro) Con- 
ference in 1922 had a crusading ring to it, but the movement was deter- 
mined to appear respectable in its promotion of ‘‘decency and sexual 
purity;”’ in its economic and medical justifications for birth control; and, 
increasingly, in its eugenic arguments on the scientific improvement of 
the human race (Pierpoint 1922). The voice of women's liberation was 
dimming. Speaking as a member of ‘‘a very small minority’’ in the move- 
ment, British feminist and communist Stella Browne told the audience 
_ that “In my opinion... the fundamental importance and value of Birth 
Control lies in its widening the scope of human freedom and choice, its 
self-determining significance for women. For make no mistake about this: 
Birth Control... means freedom for women, social and sexual freedom, 
and that is why it is so intensely feared and disliked in many influential 
quarters today"’ (ibid.:40; emphasis in the original). Wondering aloud why 
scientists could not invent. better contraceptive methods that would *‘pre- 
vent conception without injuring health or impairing natural pleasure," 
Browne announced in conclusion her profound conviction that abortion 
's a ““woman’s primary right’’ (ibid.:42), 


P ROFESSIONALIZING PLANNED PARENTHOOD 


As socialist and feminist agitation faded following the First World War 
the birth control movement in the United States became increasingly 


professionalized, institutionalized, and national in scale (G : 
249-300; Piotrow 1973:7-9). As earl vying 


leagues had been organized by middle-class, reformi 
» reformist 
1991:15). Although some ‘socialist Fe n(Hodgson 


a widespread concern Over declining 
in Europe (es- 
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y), European socialists were 
cies Over women's rights and 


pecially in France, Belgium, and German 
favoring pronatalist family protection poli 
the fight for birth contro} (Winter 1989), 

The evolution of Margaret Sanger's career embodies the transformation 
of the birth control movement from its feminist and radical phasé to one 
of social reformism and medical respectability. In the 1920s and even 
later, many physicians were still publicly Opposed to contraception, 
which, with the exception of periodic abstinence (taught incorrectly in 
ignorance of the true fertile period), most believed to he injurious. Phy- 
fi¢iuns Were also worried about the association between contraception 
and adultery, premarital sex, radical feminism, and medical quackery 
(Hodgson 1991:14). By the 1930s birth control was becoming a legitimate 
medical issue under Sanger’s leadership. It was not until 1937, however, 
that Sanger’s efforts to win over the medical establishment resulted in 
the American Medical Association’s endorsement of contraception as a 
therapeutic health measure (Kennedy 1970:172-217). Even then. many 
physicians in the United States as well as in England and Canada hoped 
to disassociate themselves from a movement influenced by lay persons 
(e.g.. Sanger herself) and from ua subject they considered ‘distasteful’ 
(Field 1983:226—230). 

From the 1920s on, Margaret Sanger directed her attentions not only 
to winning medical respectability for birth control within the United States 
but also, increasingly, to winning scientific and political support inter- 
nationally. Her efforts began in earnest in !922 with her highly publicized 

-¥igits to China, Korea, and Japan. A world conference which she Orga— 
nized in New York in 1925 resulted in the formation of the International 
Federation of Birth Control Leagues (ibid.:219). én 1927 she organized 
the first World Population Conference in Geneva. Sanger’s sponsorship 
apparently caysed the assembled scientists some discomfort, however: 
not Only did they refuse to acknowledge her role officially, but they also 
barred the topic of contraception from the agenda (Piotrow 1973:8). Meet- 
ing privately in Panis the following year, the scientists organized the In- 
ternational Union for the Scientific Study of Population (IUSSP). At a 
1948 conference, Sanger helped to form the International. Committee on 
Planned Parenthood which in 1952 became the International Planned Par- 
enthood Federation (IPPF) with Sanger and Lady Rama Rao of India as 
joint honorary presidents. Although the scientific community was never 
at ease with her activism, Sanger had muted much of her early feminism 
and grass-roots orientation in her quest for scientific acceptance of the 
Sma American movement's change of name from Birth Control to 
Planned Parenthood was symbolic. The movement would now ha 
married couples to ‘‘plan their families.’* The concepts planned an 
enthood”’ and ‘‘family planning” reflected an ideological shift towar 


1 t ] women, ma 
s . 7 


ees hood on 
unmarried, to accept or reject sexual relationships and peters ahi 
i 38 rival organizations such as the Ame 

their own terms. In 1938, nval organ! Parenthood 
; tion) and the Voluntary Far 

Contro’ League (Sanger $ organiza | Federation of America, which 

Eaagne joines fon the SP renthood Federation of Amer- 

in 1942 changed its name to the Planne Le ; trol (Gordon 

ica (PPFA) in order to shed the ‘negative’ image of birth contro ar 

1976:341). Planned parenthood represented the triumph of experts oe 

scientists, physicians, economists, statisticians—Over grass roots ac 

ists, not only obliterating the movement's radical and feminist flavor u 

also attracting eugenicists who were specifically anti-feminist in their fears 
of family breakdown and race suicide. mee ‘ ’ 

The eugenics attraction was not new. The possibilities of selective birth 
control had drawn believers in racial improvement from the start, both 
in Europe and North America. Writers in the United States in the 1890s 
spread fears of ‘‘racial degeneration”’ from the profligate breeding of the 
genetically unfit, including the Southern European ‘*races’’ (Hodgson 
1991). The movement gained momentum with the passage of discrimi- 
natory immigration laws setting national origins quotas in the early 1920s. 
Proponents advocated both ‘‘positive’’ and ‘‘negative’’ eugenics: the for- 
mer to encourage higher birth rates among the white, educated, and native- 
born; the latter to digcourage births among ‘‘inferior’’ people. Reaching 
its height in the 1930s, the eugenics movement subsequently fell from 
favor as a result of Nazi atrocities. Few experts were entirely immune 
from the appeal of “scientific breeding’’ in the early years, however. 
Having insisted on very clear differences between birth control and eu- 
genics movements in 1919, for example, Margaret Sanger argued in 1926 
that the national origins quota acts did not go far enough in controlling 
the quality of the population. Measures were needed, she said, to ‘‘cut 
down the rapid multiplication of the unfit and undesirable at home”’ 
(quoted in Hodgson 1991:15). 

Paralleling the trend toward professionalism in the United States, the 
Malthusian League in England dissolved itself at the end of 1927 on the 
grounds that the principle of birth control was now widely accepted (Fryer 
1965:250-253). In 1930, the National Birth Control Council was estab- 
lished to coordinate the work of existing societies and promote scientific 
contraception. With the amalgamation of several other societies in 1939 
the British organization adopted a new name: the Family Planning As- 


sociation, which corresponded more closely to the Association's activi- 
ties. 


By the 1930s, writes Linda Gordon, ‘“‘the birth cont 
ceased expressing any concern with th 
control’’ (Gordon 46: 310; see also B 
reformist women's;gnovement had al 


rollers had virtually 
€ women's nights aspects of birth 
erkman 1979:32). It appears that a 
SO abandoned the Partnership. In 
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Great Britain. Canada, and the United States, laws regul 


tion that had been adopted on obscenity grounds were gradually being 
overturned, Women's organizations rarely tock the lead in efforts to SC- 
cure policy change, however (Field 1983), Although English women’s 
FrOUPS al the Labour Women's Conference in 1925 and the Women's 
National Liberal Federation in 1927 passed yesolutions supporting the 
Provision of irth control advice at public maternity centers, in the United 
States neither the National Woman's Party nor the League of Women 
Voters were willing to risk association with the issue. Meanwhile, France 
and Belgium had passed restrictive la 


. ws forbidding the sale of contra- 
ceptives in an attempt to counter their declining birth rates, while Italy 
and Germany were incre 


asingly advancing pronatalist. measures under 
fascist regimes. Although the predominantly liberal legislation in Séan- 
dinavia remained intact, Stalinism was to threaten contraception and abor- 
tion rights in the Soviet Union. 

Dunng the 1940s and 1950s. birth control services in the United 
States were mainstreamed under the organizational umbrella of the 
Planned Parenthood Federation of America. Family planning was not 
accepted everywhere. however. In Louisiana, for example, there were 
no public or private birth control clinics in the carly 1960s and the 
State criminal code made it a felony for physicians or others to dissem- 
inate information about any contraceptive method (Ward 1986:3). But, 
In gencral. although a number of state legal Codes still blocked access 
to information and services, and although the Roman Catholic church 
remained firmly opposed, contraception fow marricd couples as a 
means to responsible parenthood and even lo sexual happiness had be- 
come respectable (Piotrow 1973:23-29). | 

Important new contraceptive methods also made their appearance. The 
progesterone pill. developed in 1953 after extensive earlier experimen- 
tation, was tested on a large scale in Puerto Rico in 1956 and approved 
for commercial distnbytion by the U.S. Food and Drug Administration 
in 1960. By 1965, 4 million American women were using oral contracep- 
tives and, in the late 1960s, perhaps 12 to 1S million women worldwide 
(Seaman 1969:12). The intra-uterine device (IUD), different forms of 
which had been invented earlier in Germany and Japan, appeared in a 
new guise in the 1950s and was about to be incorporated into national 
family planning programs of Taiwan, Repubfic of Korea, Hong Kong, 
Singapore. India. and Pakistan (Piotrow 1973:97). Téchniques of male and 
female stenlization as well ag of identifying awoman’'s fertile period for 
practicing the rhythm method were Improving. In combination with other 
atatudinal and demographic changes, the widespread acceptability and 
use of contraception undoubtedly contribuled to the resurgence of fem- 
inism in the late 1960s and to the articulation of the movement’s demands 
(Gordon 1976. Davis and van den Oever 1982). 


ating contracep- 
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SECOND WAVE FEMINISTS: NEW ISSUES, NEW 
CONTROVERSIES ee a 
alesis ‘ ric @ od 

The Second wave of femmism swept eee ee bar la az ou weau- 
cope in tie late 1960s and 1970S. Stim ‘ ‘ The Femmmne 
ven 's book The Second Sex (1949) und Betty Priedai’s pratt: 

ystiqué (1963). Both bookg—among many others to a 
critical (although very differen) analyses of women . subor - Seaggeenie: 2 k 

In the United States, the movement for *“‘women's liberation too 
three forms (Hole and levine 1971). First, feminists founded the National 
Organization for Women (NOW) in 1966, a predominantly liberal- 
reformist organization of women and men supporting a broad range of 
women’s rights. Similar organizations and caucuses were soon to follow 
within academic institutions, bureaucracies, and professional associa- 
tions. Second, hundreds of small, independent, leaderless groups of rad- 
ical feminists burst into bloom throughout the country to engage in 
personal consciousness raising and ‘*guerilla’’ political activism. Third, 
women's caucuses emerged from new left, civil rights, and anti-war groups 
to challenge male leadership and debate gender-based as well as class- 
and race-based sources of oppression. The demands of the women's lib- 
eration movement ranged from economic and political rights to sexual 
und reproductive rights; from the transformation of intimate interpersonal! 
und family relationships to imstitutional Structures to national and inter- 
national public policies. 

The intensifying abortion Centroversy in the 1960s galvanized this sec- 
une wave of American feminists around the issue of establishing and 
protecting women’s reproductive rights, just as the Struggle for liberal 
ubortion and divorce laws wag to unite Europeun feminists of otherwise 
Jiverse views during the 19708 in countries such as England, Italy, and 
France ( Baggnett 1986; Duchen 1986). The 1960s w;j 
developments in the domestic and internationa 


contraceptive techniques such ap female hormonal meiliods and the IUD. 
Women's health advocates concerned with contruceptive safety disliked 
the direction the new technology was taking. Although the effective new 
methods offered more chuice to : 


coercion and harm for others. The second de 


sure at home und abroad, bucke 
conYollers’’ in the family plannir 
and federal and state legislatures. Feminis 
distaste for the anti-feminist methods und 
population control Movement, 
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_‘nght to choose’ motherhood”’ 
‘ambivalent. Distressed with the 
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THE STRUGGLE FOR ABORTION RIGHTS 


Widespread legal prohibitions on abortion were largely a feature of laws 
and statutes adopted in Europe and North America throughout the nine- 
teenth century (Field 1983:62-67). Abortion apparently raised little official 
concern before that, and the first definitive Papal condemnation did not 
occur until 1869. Nineteenth-century bourgeois feminists were not ardent 
supporters of abortion rights: they saw abortion and contraception ‘‘as 
symptoms of women's sexual exploitation rather than means toward the 


(Petchesky 1984:76). Sanger herself was 


dangers of clandestine abortion, she chose 
to advance legal contraception as an alternative rather than to promote 


safe abortion as a right. In this she departed from the demands of other 
radical and socialist feminists who insisted that women had a fundamental 
right to free abortion on demand. 

With the exception of the Soviet Union, movements for liberalization 
emerged first in Scandinavia and Iceland during the 1930s and 1940s. 
Almost all Eastern European countries liberalized their abortion laws in 
the 1950s. In 1960, Spain, Italy, France, Ireland, Canada, and most of 
the United States retained the most restrictive luws, permitting abortion 
only to save a wWomun’$ life. At the other end of the spectrum, several 
Eastern European countries and the Soviet Union granted abortion on 
request or for broad social or health reasons (Field 1983: 25-26). Legis- 
lation in other European countries allowed abortion under. more narrowly 
defined conditions. Abortion (and divorce) laws were liberalized under 
the impetus of various special interest reform groups in many countries 
during the 1960s and 1970s, including the United States. 


In 1962, the American Law Institute proposed a model code that would 


- provide for abortion on certain health, eugenic, and ethical grounds as 


approved by a physiciah (Luker 1984:66—91). The intent was to ‘‘ration- 
alize’’ and standardize abortion laws across the states. (Similar efforts 
were addressed to divorce laws and other civil and criminal codes.) Ini- 
tiated by legal reformers, the movement for abortion law reform was 
supported by liberal legislators, physicians, public health professionals, 
the family planning establishment, und many civic and church groups. 
Organized women's groups played little part in the early years, although 
some radical feminists had been working underground to help women who 
needed an illegal nbortion, 

In the heady atmosphere of social protest that was developing in the 
1960s, abortion right$ g$vun became u feminist issue (Hole und Levine 
1971:278-302; Petchesky 1984:125-—132). Reformers, fearing that radical! 
feminist rhetoric might jeopardize their cause, were not overjoyed (Faux 
1988:209), If was not reform feminists wanted, but total repeal of all laws 
reguiating abortion. *‘Abortion, they said, should be of concern only to 


rena 
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ate 
| . ities’ had no night to 
the woman herself; physicians and other RE onion ‘decisions 
intervene....{Feminists] wanted to hear ri they wanted, in fact, to 
should be made and ote a sel had held sway for centuries” 
redefine the ground rules on abortion that hae’ ih adical and socialist 
(Luker 1984:95). Reflecting the earlier arguments of $95 ica a 
feminists, the women’s moyement defined abortion as a wom The right 
ditional right requiring no legal, social, or medical pita a 
to freely obtained abortion, they es essential to indivi 
liberation, and gender equality. 
- oti go eae ee for repeal of restrictive abortion laws were 
sweeping the country. Supporters of liberalization or repeal included 
NOW, Planned Parenthood, the Young Women’s Christian Association 
(YWCA), the League of Women Voters, the American Civil Liberties 
~ Union (ACLU), the newly formed National Association to Repeal Abor- 
tion Laws (NARAL), the Unitarian Church, and the American Baptist 
Convention. among other organizations (Field 1983:81; Faux 1988). 
Twelve states reformed their abortion laws between 1967 and 1973, with 
four permitting abortion virtually on request. In response, a nascent nght- 
to-life movement mobilized coalitions of political conservatives and re- 
ligious fundamentalists opposed to reform or repeal, and the bitter fight 
that preceded (and fol!owed) the Supreme Court's 1973 decision in Roe 
v. Wade was fully launched (Piotrow 1973:190-198). ; 

In Roe v. Wade, which decriminalized abortion throughout the United 
- States, the court found that a right of privacy inherent in the concept of 
personal liberty could be fogically extended from a married couple’s de- 
cision to use contraceptives (established in Griswold v. Connecticut, 1961) 
to a woman's decision to terminate a pregnancy. But the right was not 
unqualified. Although the state could not intervene during the first trimes- 
_ ter of pregnancy, it had a ‘compelling interest” in later stages in protecting 
the woman's health and a “potential life’’ (Faux 1988:298-299). The re- 
sponsibility rested with the physician. Roe v. Wade did not establish a 
woman's right nor to bear a child against her will, nor did it remove the 
element of legal-medical control (Petchesky 1984:289-294), 

The right to abortion in the United States under specified conditions 
was established (however precariously) as an individual freedom, not an 
entitlement. It carried no corresponding obligation on the part of a phy- 
sician or hospital to perform one. In 1982, only 16 percent of all public 
hospitals in the United States performed abortions at all, and only 26 
percent of non-Catholic general hospitals. Nor was the state obliged to 
pay. In the same year a$ Roe v. Wade, the U.S. Congress passed the 
Helms Amendment to the Foreign Assistance Act prohibiting the direct 
rey of U.S.-foreign aid funds for abortion services in recipient nations 
(Fox 1986:641-643). Sinus r prohibitions were attached to the federal fund- 
ing of abortions in the ffnited States. Many state legislatures followed 
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eee apuarished ‘women in most states could not obtain 
legislative and legal attiits 0 abe he freer eee Sy contin 

s SS 8 on abortion rights in the states, in Congress, 
and in the Supreme Court (NARAL Foundation 1991). 

The battle over abortion in the United States and other Western coun- 
Ines has made feminists uneasy with their dependence on legal and leg- 
islative initiatives for rights they consider fundamental. Major legal 
decisions on access to contraception and ubortion have been based lurgely 
on non-feminist grounds. Liberal! policies and statutes are vulnerable to 
erosion or reversal as the political winds change direction. Although by 
_the late 1980s women could obtain abortions on broad health or social 

grounds or on request in all but two countries in North America and 
Europe (Henshaw and Morrow 1990), the ‘‘legalistic bias’’ of these 
mhicvements made them seem fragile in the face of politica! opposition 
and weak or nonexistent support for the principle of safe and legal abortion 
at the international level. ‘‘The contradiction,’’ feminists noted, “‘lies in 
being forced into the uneasy position of appealing to an unsympathetic 
government to create and protect our ‘legal’ rights’’ (Clark and Wolfson 
1984:116). 

Many feminists have also been uneasy with the single-issue politics of 
the abortion movement, imsisting that greater attention must be paid to 
winning grass roots support for a full range of reproductive (and economic 
and social) rights and freedoms (e.g., Fried 1990). Socialist feminists . 
charged the liberal women‘s movement in the United States with insen- 
sitivity to the concerns of poor and working-class women and women of 
color, both at home and abroad (Davis 1981:202—221; Clark and Wolfson. 
1984). **Birth control—indsvidual choice, safe contraceptive methods, as 
well as abortions when neCessary—lis a fundamental prerequisite for the 
‘emancipation of women,” writes Angela Davis in Women, Race and 
Class. The inability of middle-class feminists to unite women of different 
social backgrounds around this issue has resulted from their failure to 
popularize the genuine concerns of working-class women, and from the 
historical record of the birth control movement which ‘‘leaves much to 
be desired in the realm of challenges to racism and class exploitation 
(Davis 1981:202-203). 


RESISTING THE MEDICALIZATION OF 
CONTRACEPTIVE TECHNOLOGY AND SERVICES 


The feminist critique of medicualization has focused on two related is- 
sues: the health risks and neglect of women’s interests In the development 
of new birth control technology, and the appropriation of technology and 
service delivery by physierans. An emerging women's health ile 
in the late 1960s and 19705, represented in the United States by the Na- 
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buted early critiques. ane 
f domestic and international women s healt 


. ere and 
advocates has continued to confront established stituions ne 
other concerns, including groups such as the panen A EEG ott- 
on Reproductive Rights Chased seaageninnts. and the Inter | 

‘ alth Coalition (based in New YOrk?- , si: 

Pe ccasnmave safety issue raises several related points. cleus 
inists charge that women's health advocates have had no np othe 

velopment of fertility regulating methods such as hormonal pl is. ny : 
female sterilization—and, more recently, hormonal injections and im- 
plants—or in designing and staffing the experimental tests and delivery 
systems for these methods. Decisions have been made by the drug in- 
dustry and by scientists and doctors in the population and biomedical 
professions who are promoting their own interests. Women as a political 
constituency are simply not considered (Seaman 1969; Jaquette and Staudt 
1985). Second, feminists charge that most research has been done on 


tional Women’s Health Movement, contr 


then, a growing network O 


female methods because male scientists are reluctant to pursue technol-_. 


ogies that put men at any risk of side effects or that might be perceived 
as interfering with male $exuality (Frankfort 1972:22; Gray 1974:171-173). 
Research on acceptability pays no attention to female sexuality and little 
attention to certain sidé effects which, although not life-threatening, can 
cause women great anxiety. Third, both research and service delivery are 
dominated by an ‘‘inocylation mentality’’ in which the best method for 
most women (especially the poor) is viewed as a single anti-pregnancy 
‘‘shot’’ such as an IUD insertion, injection, implant, or tubectomy (Joffe 
1986:24-26). The reproductive concerns of women themselves are largely 
neglected in the scientists’ quest for the perfectly effective, provider- 
controlled method. 

Fourth, the effectiveness of hormonal and surgical methods has been 
purchased at the cost of significant dangers to the health or even the life 
of some users, feminists charge, especially in the early years of high-dose 
estrogen pills and injections and unsafe IUDs. Yet, medical professionals 
insist that the risks of preventing a birth must be weighed against the even 
higher risks to poor women—especially those in developing countries— 
of unsafe childbirth and clandestine abortion. Women’s health advocat 
find this comparison insulting and unfair (Holmes 1979:4—5: H a 
1987: 168-175), particularly in view of the limited resources d “hepa 
meal = care in most countries (Germain 1987) Rca nt 

ervice providers shou ae 

barriers methods such ss clanaledins aa on mechanical and chemical 
sid Gd traditional mevhods such os vitae foams, they contend, 
Although less effective, these methods are a ah stem abstinence. 
(Bruce and Shearer 1979; Bruce 1987). Sell, lal ehoction ene 
able as a backup for ies failure and as a basic right. be avail- 
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Fifth, feminists have objected to the conditions 


tests of new contraceptives have been performegj#jn both industrialized 
and developing countries. Of critical importance <g the lack of genuinely 
informed consent and the apparent OverrepreS@ntation of vulnerable 
groups (the poor, the uneducated, racial or ethni¢ minorities) among ex- 
perimental *‘subjects’’ (Ruzek 1978:36-47; Hartmann 1987). Sixth, new 
contraceptive methods requiring considerable skills and surveillance on 
the part of service providers are often introduced into settings with in- 
adequate health infrastructures, thus exposing women to unnecessary 
nsks of side effects and unwanted pregnancies (WHO 1991). 

In the same vein, feminists have accused clinic-based family planning 
programs of pushing female methods at the expense of condoms or vas- 
ectomy. Although some women undoubtedly benefit from achieving 
greater reproductive autonomy, they also assume the sole responsibility 
for, and health msks of, fertility regulation. Sanger had pronounced this 
outcome inevitable. *‘In an ideal society,’ she wyote, ‘*... birth control 
would become the concern of the man as well aS fhe woman. The hard, 
inescapable fact which we encounter to-day is that man has not only 
refused any such responsibility, but has individually and collectively 
sought to prevent woman from obtaining knowleeige by which she could 
assume this responsibility for herself’ (Sanger 1920:93). Modern-day fem- 
inists found that husbands and lovers seemed eager to shift the respon- 
sibility for birth control to women while at the same time benefiting from 
greater sexual access. Some insist with their nineteenth-century counter- 
parts that only natural family planning (periodic abstinence) is safe and 
acceptable. Others, although committed to furthering research on male 
methods so that men can share the responsibility for birth control and 
sexually transmitted disease prevention more equitably, are reluctant to 
depend on their male partners and want to maintain this control for them- 
selves. 

The medical-hierarchical model of service delivery constitutes a second 
theme of the critique. Sanger’s efforts to win over the medical establish- 
ment undoubtedly helped to legitimize artificial methods of birth control 
on health grounds and to broaden women’s access to services, but ata 
cost. Feminists haye objected to the medicalization of contraceptive ser- 
vice delivery because it signifies a loss of female control and feminist 
consciousness, just as they have objected to the medicalization of child- 
birth in Europe and North America and to medical control over abortion 

’sré al (Ruzgek 1978; Rothman 1982). 
and women’s reproductive health in general (Ru; 
When Marie Stopes opened her British clinic m 1921, for instance, the 
medical profession challenged her failure to have a qualified see 
‘n attendance all day (cervical caps were fitted by nurses) and vee 
right to use the word ‘*clinic’’ (Fryer 1965: 229). Doctors have long iia 
on their professional perogative to contro] service delivery even 


der which many field: 


= ee 
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female paramedical personnel cvuld do the job us well or better. The 
campaign by physicians’ associations to penalize paramedical or lay pro- 
viders of medical services continues almost everywhere: in most Countnes 
only licensed doctors can prescribe pills, sterilize clients, or perform 
abortions. +x 
Women’s health activists in the United States, in other industrialized 
countries, and in some developing countries have experimented with al- 
ternative models of health care delivery (Ruzek 1978; Jones, Toss, and 
Scottish Health Education Group 1987). **Alternative’’ in this sense gen- 
erally refers to women-controlled, non-hierarchically organized health 
centers that include abortion and birthing services, feminist therapy, and 
rape crisis counseling in the context of meeting women’s needs for a 
broad range of sexual ind reproductive information, support, and advo- 
cacy (Simmons, Kay and Regan 1984:624). The concept of self-help, pro- 
moted through the publication of books such as Our Bodies, Ourselves 
by the Boston Women's Health Book Collective (1973, 1984) and trans- 
lated into many languages, is intended to circumvent the traditional- 
authoritarian model of service delivery in which ‘“‘patients’’ are passive 
recipients of *‘expert’’ advice with which they are expected to “comply.”’ 
Two feminist models are offered in its place (Ruzek 1978:104-112). In the 
(raditional-feminist model, female para-professionals provide much of the 
reproductive health care to clients in an atmosphere of mutual respect 


often profit-oriented, medicalization is a top- 
views of feminist health advocates—tends 
sonnel! and traditional health Practitioners s 


riti : m cotes 

‘ oe nevertheless WSS a Critical point about the lecus of decic; 

egarding women's reproductive lives and, quite literally ab t hing 
ony, 400ut the con- 


trol of medical Professionals ever women’s bodies 
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CHALLENGING THE DEMOGRAPHIC IMPERATIVE 


The third development that caused feminists in North America and 
Furope as well as in southern countries considerable alarm from the 1960s 
onward was the growing preoccupation of many birth contro! supporters 
with the cause of population control. Drawing in part on nineteenth- 
century Malthusian theories, concerns about the rapid growth of popu- 
lation as a cause of poverty on the individual and family level and of 
econc nic underdevelopment on the national! level burgeoned in the United 
States and internationally in the 1960s and 1970s (see chapter 3). In the 
United States, subsidized family planning was to become un centerpiece 
of President Lyndon Johnson's domestic War on Poverty in the mid 1960s. 
Although a number of scientific and political leaders and domestic orga- 
nizations such as Zero Population Growth (ZPG) advocated birth rate 
reductions within the United States, the demographic imperative was most 
pronounced as a basis for U.S. foreign aid to developing countries. The 
Office of Population of the U.S. Agency for International Development 
(USAID) was soon to launch its ‘inundation strategy’’ to make contra- 
ceptives and sterilization available to all couples who wanted them (and 
some who did not) in dev@oping countries. The U.S. delegation to the 
United Nations World Population Conference in Bucharest in 1974 argued 
strongly for an international policy setting demographic targets for re- 
ductions in population growth. 

Once again, feminists were caught in a dilemma. On the one hand, 
subsidized services for low-income women at home and USAID's inun- 
_ dation approach abroad benefited women by broadening the range and 
accessibility of birth control information and services. Governments and 
non-governmental! organizations (NGOs) created infrastructures for de- 
livering family planning and, in the best programs, other reproductive 
health services to previously unservec populations, especially in rura! 
areas. In the United States, the *‘great experiment” in subsidized family 
_ planning had developed by the early 1970s into a major system for the 
delivery of preventive heaith care to women of low or marginal incomes 
(Ward 1986:74). In many developing countries the numbers of women 
claiming to know of at least one ‘*modern"’ method of family planning 
soared while contraceptive prevalence rates rose steadily. The emphasis 
on reaching large numbers of acceptors helped to undermine physicians’ 
control over contraception by extending services through networks of 
health and family planning clinics, paramedical personnel, and community 
motivators, muny of whom were women. Services were ulso increasingly 
delivered through commercial and community channels. The demographic 
imperative helped to mobilize medical science to develop more effective 
contraceptives and simpler techniques of abortion (e.g., vacuum aspira- 
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tion by hand-held syringe, hormonal pills) and male and on — 
zation (e.g., female minilaparascopy) that could be performed by p 
i a feminist perspective, however, the demographic bias of the 
expanded birth control movement was damaging to women’s interests. 
Women of childbearing age—especially if they were poor—were targeted 
as ‘‘at msk reproducers’ with little if any understanding of, or concern 
for, their social and ecogemic survival and security (Jaquette and Staudt 
1985). Few population experts appeared to recognize that a reduction in 
fertility in the absence of other social changes could actually worsen, 
rather than improve, women’s position in societies where childbearing is 
their main source of satisfaction and exclusive claim to social consider- 
ation as an adult woman (Tangri 1976:902: see also chapter 6). Moreoever, 
some authoritarian governments seemed eager to promote population con- 
trol in the absence of any genuine social, economic, or political reform: 
in this sense, the political context rather than the services themselves 
were unacceptable. 

Within most family planning programs, the quality of reproductive 
health services was sacrificed to the quantity of family planning acceptors, 
the safety of contraceptive methods sacrificed to efficiency and technical 
effectiveness (Seaman 1969). Quantitative goals in service delivery were 
measured in numbers of acceptors, contraceptive prevalence rates, cou- 
ple-years of protection, and—at the bottom line—numbers of ‘births 
averted.”” Governments and service providers appeared preoccupied with 
imiting family size (“‘step at two" campaigns, for example) rather than 
with meeting women’s traditional interest in child spacing or their fears 


9 promoted long-lasting methods 
such as the IUD, injectables, or sterilization Over methods that a woman 
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More generally, feminists charged that the world view of population 
planners focused too narrowly on women's ‘‘excess fertility’’ without 
paying sufficient attention to the entire pronatalist and discmminatory 
system within which women live. Even thoxe demograuphers who were 
aware of the pronatalist implications of gender inequality (¢.g., Davis 
1967) often proposed policy solutions that would intensify rather than 
reduce the conflicts most women experienced between their productive 
and reproductive roles. At the same time, the single-minded preoccupation 
of the population controllers with averting births neglected women’s other 
vital health concerns (Germain and Ordway 1989). ‘The concept of birth 
control as potentially liberating for women and for the poor, which was 
so central to radical and socialist feminism in the early part of the century, 
had been submerged. 

Ultimately, the feminist critique of the demographic imperative rests 
on the conviction that women have a right to make their own decisions 
and to ‘town and control”’ their own bodies without governmental inter- 
vention. Women will make rational choices if they have the information 
and resources. Feminists have spoken out against program abuses and 
against the underlying ideologies of population control. As described more 
fully in the next chafter, however, women’s views and concems were 
scarcely represented: in the bureaucracies of the population controllers— 
‘in the research cenf{ers, the corporations producing the contraceptive 
technologies, the médical establishments, the foundations, the legisla- 
tures: the governmental and nongovernmental agencies. It seemed that 
women had lost control over their own bodies to these outside agents at 


the same time that they were finally able to plan whether and when to 
hear children. 
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WOMEN’S RIGHTS AND 
REPRODUCTIVE HEALTH: A 
POLICY AGENDA 


One of the major challenges for feminists and others concerned with 
population and human rights has been to formulate a set of principles on 
which population policies and family planning programs could be based. 
The women's movement in the south and the north has raised its voice 
in opposition both to the crisis mentality of the antinatalist forces, which 
can lead to program abuses and distortions in funding, and to the crusading 
mentality of the pronatalist forces who often draw on ethine, religious, 
or nationalist ideologies in their exhortations to be fruitful and multply. 
Both approaches, when taken to extremes, result in violations of basic 
human rights. Both, too, degrade women by treating them as objects of 
manipulation rather than as subjects of their own fate. 

What would a responsive reproductive policy and service delivery sys- 
tem look like? From an ethical standpoint, critics point out that policy 
choices must balance the demands of personal freedom, distributive jus- 
tice. and security/survival (Callahan 1981; Macklin 1989). A feminist per- 
spective stresses these themes with specific attention to women (Tanger 
1976: Overall 1987). Given the ideological differences among feminists 
over many issues, it Is not possible to draw up an agenda on which 
everyone can agree. As the international feminist group Development 
Alierniitives with Women for a New Era (DAWN) emphasizes, “‘teminism 
cannot be monolithic in its issues, goals, and strategies, since it constitutes 
the political expression of the concerns and interests of women from 
ifforent regions, classes, nationalities, and ethnic backgrounds, There 1s 
und must be a diversity of feminisms, responsive to the different necds 
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' (Sen and Grown 1987:13). Neverthe- 


Pole different women’ pe 
und concerns of difler Phe policy noul 


less, it is possible lo propose some general principles. hae 
| ; 7 ier Wy se oth ctlle 
would be lo empower women to Burn control over their own sexu 


reproductive capacities in the context of ia broad progr a se — 
formation that advances the freedom and security of women ol all soci 
cusses. bertility reduction is likely to result from these (anstormations, 
but it » nul # primary goal. eo. eee 

Reproductive policies that are genuinely supportive ol human rights ree- 
oulde hot personal freedoms and social entilements are essential to the 
wivauncement of humun welfare. They respond aos lo a crisis mentality 
woul the perils of overpopulation, which can trigger damaging and ult 
mately self-defeating efforts at massive population control. Rather, they 
evolve from a thoughtful engagement of the difliculues women face around 
the world in their struggle to take control over their own fertility and their 
own lives. For many women in the world the most important aspect of re- 
productive freedom is to be able to Aave the children they want, and to be 
confident that their children will survive, be provided for, and go to school. 
For others the issue is to avoid unwanted childbearing. For these women, 
the choice of whether and when to have children and how many to have ts 
still to be realized. There is much to be done, not only in the broader con- 
text of transforming the material and social conditions that shape reproduc- 
live decision making, but ulso in the more specific context of providing high 
quality reproductive health services for all who need them. 

This chupter proposes a framework for thinking about population pol- 
icies that departs from the conventional view. It builds on the ideas pre- 
sented at the outset which traced the evolution of (Wo “streams of 
thought."’ The first stream was the historical development of ideus about 
human rights, which were susequently elaborated as eas about equal 
rights for women und men and, more recently, as ideas about reproductive 
rights and Ireedoms. The second stream of thought evolved trom ideas 
ubout economic growth (¢.g., the “wealth of nations"), to ideas ubout 
the role of population in development (e.g., “optimal Populations’’), to 
ideas about the role of family Planning in controlling population growth, 
<sidhhlais jae “arrows™’ flowed downward through time in the parallel 
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one nand and of population control on the other, and between supporters 


of reproductive freedom and of target-driven family planning This final 
chapter brings the two streams of thought together. snteodulelare con 
ments on the elements of a responsive reproductive policy lead to a cr- 
tique of the conventional approach to population policy-making. The 
chapter continues with a proposal to substitute an equal rights policy for 
A population (reproductive) policy, a reproductive rights policy lor a fam- 
ily planning poliey, and a reproductive health program for a family plan- 
ning program. Although the: issues raised here are most relevant lo 
antinatalist policies and programs in southern countries, they apply to the 
north as well. 


TOWARD MORE RESPONSIVE REPRODUCTIVE 
POLICIES AND PROGRAMS 


An ethical appraisal of a public policy includes two elements: (1) the 
procedural question of how policies are formulated and implemented, 
including the participation of those who will be most affected: and (2) the 
substantive question of the ethics of the policy itself, that is, its impli- 
cations for freedom, distributive justice, and security/survival (Berelson 
and Lieberson 1979). 

On the procedural question, the virtual exclusion of women as 0 major 
constituency from the policy-making process in many countries has in- 
tensified the antagonism of the women’s movement toward many aspects 
of state reproductive policies and those of international agencies. In many 
cases this has led to misunderstandings on both sides. Politics is, by and 
large, a male game. Only 3.5 percent of ministries in 155 countries were 
headed by women in the late 1980s, and 99 countrics had no women 
ministers at all (Appendix C). Women occupied fewer than 10 percent of 
levislative seats in 62 of 86 developing countries for which information Is 
available and in 12 of 33 industrialized countries, including Canada, the 
United States. and the United Kingdom (United Nations 1991:39). The 
few women who rise to prominence within formal political and bureau- 
cratic structures—as ministers of health and social welfare, for example — 
rarely express an explicit concern with empowering women. The reasons 
are understandable, Most successful women have been socialized into the 
norms of male-dominated professions, while those who appear “too 
biased" or “too feminist’’ find their carecr advancement blocked in all 
but exceptional circumstances. For these reasons, activists often select 
themselves out of establishment channels into positions permitting amore 
critical stinee, such as acudemta of the organized women $s movement. 
As discussed in chapter 4, women leaders and organizations are insisting 
on having their voices heard in the policy arena. They argue that because 
reproductive policies and programs affect women most deeply, women 
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human rights development policies 


equal rights for women = population (reproductive) policies 


reproductive rights and health fumily planning policies and programs 


Ideally, a population policy is part of an overarching development policy 
designed to advance human welfare through such Means as employment 
and income peneration, land reform, education, health services, sock 
security, and the reduction of socioeconomic inequalities across Coun- 
ties, regions, and social classes. The intent is to extend to all persons 
un udequute standard of living together with other basic freedoms and 
entitlements. In this sense, a development policy is a haman rights policy. 
Bused on the principles of the Universal Declaration of Human Rights, 
it promotes social and econyunic rights; it broadens people's opportunities 
for survival, security, and mobility; i advocates distributional justice. 
Ideally, a development policy is a human rights policy in another sense 
us well: it advances individual freedoms by promoting civil and political 
rights. 

Governments differ in the absolute and relative weights they place on 
social and economic rights as Compared with civil and political rights. 
Some emphasize both (¢.g., models of democratic socialism); some em- 
phisize entitlements over freedoms (¢.g., COMMuNISt regimes); some em- 
seat dihe ia Ovel entitlements (6.8.5 democratic cupitalism):; some 
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political rights, it works toward the elimination of all forms of discrimi- 
MAvON against girls and women; it undermines pronatalist patriarchal re- 
lations in the family, community, and nation. Fertility reduction is not a 
primary goal, however; rather, it is a secondary outcome of an equal 
rights policy. 

A third avenue of intervention targets specific areas of reproductive 
health and freedom within the larger framework of a human rights/equatl 
nights policy. “Family planning’ undergoes a metamorphosis: it tran- 
scends its conventional definition as a system for delivering contraceptive 
services to embrace a broader range of freedoms and entitlements. A 
family planning policy is a reproductive rights policy designed to ensure 
that women and men exercise the full range of reproductive rights to 
Which they are, in principle, entitled. It protects individuals against in- 
fringemeats of their rights by both pro- and anti-family planning forces. 
Similarly, a family planning program is a reproductive health program 
designed to deliver a full range of high-quality sexual and reproductive 
health services to all who want and need them. The population control 
element of family planning vanishes with this transformation along with 
its targets of “contraceptive acceptors” and “births averted.” Both are 
replaced by goals and targets linked directly to the achievement of gender 
equality and reproductive rights, that is, to the improvement of human 
welfare. As will be argued below, the ‘new look” should have a major 
demographic impact despite (or because of) the reformulation of policy 
goals. 


WHAT IS WRONG WITH THE CONVENTIONAL 
POPULATION POLICY APPROACH? 


A population policy is a deliberate effort by a national government to 
influence aggregate levels of fertility, mortality, and migration, As noted 
in. chapter 1, it typically includes a reproductive policy, a health policy. 
und a policy relating lo migration und population distribution, A typical 
policy statement begins with a rationale of why there is a population 
problem. For example, current or projected population growth rates may 
be suid to pose serious obstacles to the achievement of a country’s social 
and economic objectives (for country-specific examples, see Isaacs and 
Irvin 1991). Second, a statement includes a set of general goals and specific 
objectives, such as achieving a better balance of population and resources 
or improving oyerall standards of living by altering demographic behavior 
in specified ways, In some cases, timetables and targets are set for their 
achievement (¢.g,,. to “achieve birth spacing practice of a minimum of 
three years by at least 50 percent of mothers by the year 2000, as in 
India: ibid. p. 13). Third, a policy statement sets forth specific measures 
for implementation, such as improving health and nutrition through com- 
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research and evaluation, and so on (ibid.). Specific goverment ministries 
or other organizations are identified as the responsible agents for policy 
und program implementation. 
‘The process by which population policies emerge in developing Coun- 
tries has drawn criticism from both supporters and detractors of the need 
for such policies. At the risk of oversimplification, let us consider a typical 
scenario (Godwin 1975; Roberts 1990: Thomas and Grindle 1990). In this 
model, demographers working with bilateral or multilateral donor apen- 
cies, research organizations, OF consulting firms develop sophisticated 
statistical analyses of the impact of projected population growth rates wad 
characteristics on the development prospects ol a particular country. They 
highlight the difficulties of providing universal schooling and health cure, » 
raising per Cupita incomes, sustaining adequate food production and con- 
sumption, and conserving natural resources and the environment, among 
other issues. With these analyses in hand, experts working for donor 
organizations such us USAID, UNFPA, or the World Bank form alliances 
with like-minded local government officials, in-country researchers, of 
leaders of key NGOs such as family planning UssOCkIONs LA PEAPOse 
policy solutions to recipient governments. A donor ageney Way uppount 
“ population advisor to work with government planners to formulate and 
iinplement an “official” demographic policy. Political leaders are urged 
ee ee birilve iu suppart of such a policy, with emphasis oo. 
hte ates through the promotion of tanmuly planning 
programs. 
dese process as described is technocratic, externally motivated, and 
upolitical. Consider, for example, the comments of USAID population 
Se te ret ences mas somtned at we 
of the values they seek to Dirty nner vata be convinced that some 
ast ' e are unlikely to be advanced under 
Uxinting demogruphic conditions; (2) they must be convinced that it i 
possible to ulfect the demographic variables, espectally fertility eval rs 
code BEY ul foi: policy; and (3) they must be convinced bt 
specilic policy measures have « Satie of 
result” Bice cddets A tees dicecaise ta 7 produciig the desired 
“linkage politics” in which networks of mivale anc) feel a tah of 
donors provide assistance to local groups working iy ictal internutional 
environment conducive to the development of a cali eal pilie atecie 
1990). More attention is paid here to mobilizing | ‘ s 93 pleamebies 
counterpart organizations and individuals who Soka be Se National 
cause include population researchers, private famil i oma lor the 
: amily planning associa- 


Wormers Rights and Reproductive Health: A Potiey Agena 197 
LORS, medical und family welfare associations, legislators, government 
officials in health and statistical units, and high-level pu 
the presidential and ministerial levels and in the military. 

What is wrong with this pieture? To the extent that it reflects reality, 
the model negleets the political constraints on decision makers such as 
scarce resources, competing demands, uncertain tenure, and political op- 
position. Defining planners as concerned with promoting the common 
good and finding opumal solutions based on a ‘neutral’ analysis of ‘sere 
entific” evidence (Dye 1972), it ignores the fact that governments are 
often more preoccupied with eliminating political opposition than with 
meeting the basic human needs of their people. The model implies that 
governments are incapable of initiating their own programs based on their 
own analyses and rationales. Conversely, it treats all governments as 
though they have the legitimacy, political will, and capacity to carry out 
their policy agendas, ignoring the possibility that new or weak states may 
have to bargain and compromise with powerful local leaders. 

Most important, the scenario reflects a top-down process that relies on 
experts rather than on consultations with groups who will be most affected 
bv policy decisions. Yet, us noted in chapter I, people are likely to resist 
the imposition of state population policies and birth control programs that 
threaten their strategies for survival and security. Local leaders will in- 
tervene to protect their constituents, “in the process usurping the social 
control! of the state and snuffing out compliance with its policies’’ (Green- 
halgh 1990: 10). Moreover, by perpetuating the false equation of fanily 
planning with population control, the technocratic approach distorts the 
purposes of both and fuels the fires of anti-family planning sentiment 
among potential clients and among critics from the right and the left. As 
a political scientist observes 10 her analysis of antinatalist policies in 
sub-Saharan Africa, “Religious officials, traditional sector leaders, mi- 
nority ethnic groups, and nationalists can sense disadvantage and politi- 
eal ill will in the antinatalist choice, But it is rare that these variables 
figure, even marginally, economic ind demographic wnatysis’ (Angin 
1975:174). 

If the purpose of a demographic policy is to promote sustainable long- 
term development and improve the quality of life for all people. then the 
regulation of birth rates is a means to an end and not an end in scl. 
Measuring changes infertility levels per se tells us little about the achieve- 
ment of these broader goals. Similarly, if the purpose of reducing infant 
mortality and expanding people's opportunities for schooling, employ- 
ment, better, health and housing, old-age security, and other bencfits 1s 
ta improve human welfare, then these are ends in themselves and not a 
means to an end such as lower birth rates. Finally, if the purpose of 
aroviding family planning services is to enable couples and individuals to 
regulate their fertility in a safe, effective, and acceptable manner, then 
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EKOM POPULATION CONTROL TO EQUAL RIGHTS 


In what sense is an equal rights policy an antinatalist population policy”? 
Its intent is to challenge explicitly those ideological and structural cle- 
ments of “coercive pronatalism’” that deny women genuine reproductive 
choice. These include early arranged marriage, femule seclusion, senual 
eaploitation in the domestic and public realms, and gender-based discrim- 
ination in rights of property, family affairs, education, employment, and 
political life. Affecting women differentially by economic and social class 
but universally as a sexual class, patterns of female subordination are 
embedded, in various forms and degrees, in patriarchal family systems, 
i social, religious, economic, political, and legal systems, and tn state 
policies in both developing and industrialized Countries. 

A woman's cupacity to make independent choices about marriage, di- 
vores, und childbearing is ed to her capacity for econonie and social 
self-sulficiency. Por this reuson, a policy of se/ective investment in female 
schooling, vocational training, employment, and community organizing, 
which is widely recognized as an appropriate mechanism for accelerating 
. de facto equality, may have a far greater impact on reproductive behavior 
(us well as on children’s health and well being) than so-called gender- 
neutral investments that almost always favor males (Dixon 1978; Cochrane 
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a denial of human rights and an obstucle to development), gouls and 
objectives, turgets and timetables, and a plan for implementation. The 
U.N. Convention on the Elimination of All Forms of Discrimination 
Against Women offers a useful framework for a national equal rights 
policy. Ratified or acceded to by over 100 countrics (Appendix D), the 
convention calls for governmental intervention to ensure that women 
enjoy on a basis of equality with men a full range of human rights and 
fundamental freedoms. In particular, it calls for states parties to institute 
ws and policies that will (1) eliminate customary practices and prejudices 
that discriminale against girls and women, (2) ensure women equal rights 
with men in political and public life and nationality; (3) ensure equal rights 
in all aspects of education; (4) eliminate discrimination against women in 
matters of employment, working conditions, benefits, and carnings, tn- 
cluding protection against dismissal due to marriage or maternity; (5) 
accord women equality with men before the law, including full and in- 
dependent legal status, (6) accord women equal rights at the time of 
marriage, during marriage, and at its dissolution; and (7) recognize the 
special problems faced by rural women and their need to participate in 
development planning, training and education, community organization, 
credit and land reform schemes, and other development efforts (Appendix 
A). 

Reinforcing and adding to women’s rights that have been spelled out 
in over a dozen international charters and conventions, the convention 
represents both an equal rights policy and a ‘‘women in development” 
policy. [ts power has been weakened, however, by inadequate enforce- 
ment mechanisms and by numerous reservations filed by states parties 
that are intended to avoid confict with religious or customary laws (Caok 
1990; Holt 1990). Because the abolition of customary laws and practices 
that discriminate against women is one of the jewels in the crown of the 
convention, such reservations render ratification almost meaningless. 
They are not surprising, however, for the document's preamble and sub- 
stantive articles are intended to challenge the very foundations of patriar- 
chy. ‘This challenge is bound to elicit resistance from religious clites (in 
this case, most frequently the protectors of Islamic law) and trom de- 
fenders of customary practices anc laws in traditional non-Islamic soct- 
‘eties (e.g., In sub-Saharan Africa). Religious personal STATUS laws and 
unwritten customary laws almost invariably perpetuate male privilege and 
control over women in matters of sexuality, marriage, divorce, child cus- 
tody, and inheritance.. They also serve as powerful symbols of ae 
identity and anti-Western sentiment (Freedman 1991; Kandiyot! F \). 
Thus. Third World governments indebted to or captured by conservative 
religious or ethnic groups oF nationalist movements are likely to protect 
the status of such laws even where civil codes guarantee equal rights for 
all citizens in the public sphere. 
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1¥8x). Many countries have ae. ‘+h precede the convention by 
constitutions (Appendix D), some of which prs stienal aid aencies 
many years. In addition, most governments and international a ae oui 
have adopted “ofticial’’ feminist rhetoric by committing themse ae on 
leas’ on paper, and with limited success—to policies ape the sah 
tegration or * mainstreaming’’ of women in all sectors of deve Sepae 
Und decision making (Staudt 1985, 1990; Carloni 1987; Duncan and Habi 
198%). In conformity with the Forward-Looking Strategies of the U.N. 
Decade for Women, most governments have estublished national com- 
missions on the status of women, women's divisions Or ministries, und 
other agencies for monitoring progress and effecting change. The success 
of these endeavors depends on many factors, of course, and the vulcome 
has been mixed. ) 

An equal rights policy shares with a population control policy a number 
of problems. Even where the political will exists and the majority of 
citizens support the principle of equality, the wheels of legislauive and 
policy reform turn slowly. Much depends on the structural and cultural 
characteristics of the legal system (Freedman 1991). States with powertul 
ruling families or strong governments may simply impose a policy of 
female emancipation in order to undermine patriarchal kin groups and 
communities or regional, ethnic, or religious influence, extend state con- 
trol, and mobilize women's labor power and political support. Examples 
inglude Soviet control of central Asia (Massel 1974), the Democratic Peo- 
ple’s Republic of Yemen, Iran under Reza Shah, Egypt under Nasser, 
traq under the Ba'th party, and Turkey under Attaturk (Kandiyoti 1991). 
Weak states will have to bargain with opponents of women's rights; policy 
statements may reflect little more than accommodation to international 
political pressures with no infent to implement. 

Ideally, however, an equal rights policy will involve a different PTOCESS 
than the externally driven, top down, and technocratic upproach described 
earlier. First, although policies and programs of equal rights and “women 
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Second, whereas women’s Organizations in the south and the north 
have been wary of population contro! policies and critical of family plan- 
ning program abuses, they are natural allies of measures designed to 
promete women’s freedom and welfare. This is not lO Suggest that wom- 
ens groups will see eye-to-eye on all issues, for the case studies in chapter 
4 de monstrated that this is not the case. Women’s organizations in coun- 
tries where aulonomous groups are permitted cover a spectrum of polit- 
teal economic, and social orientations. Many are based on class, religious, 
regional, or ethnic identitics. Yet, despite their many contradictions, or- 
BAN ZALONS representing women's interests ure likely to find some com- 
mor ground on which to articulate their gender-based concerns und 
demands for action. 

Third, an equal rights policy encourages Coalition-building among re- 
searchers, government officials, legislators, and activists concerned with 
human rights issues, legal reform, family welfare, social justice, and de- 
velopment. Women's organizations and leaders can ally themselves with 
like-minded individuals and groups within their own countries while draw- 
ing on the support of women’s movements in other southern countries, 
in the north, and in international agencies. State ratification of the con- 
vention offers a useful organizing tool and focus. NGOs can play a central 
role in monitoring governmental action or inaction in compliance with its 
terms, at the same time organizing grass-roots activities to mobilize 
women of all classes and inform them of their rights. In collaboration with 
national commissions or women’s ministries, NGOs can produce and 
disseminate a culturally specific ‘girls’ and women's bill of rights’’ to 
raise the consciousness of key groups in each country, particularly of 
women in marginalized circumstances. Freedoms and entitlements to be 
included in such a bill of rights cover not only those items mentioned in 
the convention, but «also sexual and reproductive rights to be elaborated 
in each cultural context. : 


fine that country’s cultural reality" 


FROM FAMILY PLANNING TO REPRODUCTIVE RIGHTS 


A reproductive rights policy is embedded ina human rights/equal riphts 
policy. Hosets the legal and structural framework within which women 
and men ure able to exercise their right to sexual and reproductive sell- 
determination and obtain the information and services they need. 

Governments may support a conventional family planning policy on 
demographic or health grounds, on grounds of Hunan rights or women’s 
status, or for reasons of social justice and human welfare. In ESSENCE, the 
mission of a family planning policy is to support the provision of birth 
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score far exceeds that of other developing countries in this sehen @ 
lowed by India, Indonesia, the Republic of Korea, and Mexico - “ 
next strongest (ibid.:564). The implication is that a strong demograpnic 
mandate contributes to a strong family planning program... 

This implication, however, lies at the heurt of the contusion about (und 
political resistance to) the purpose of family planning. As Judith Bruce 
points out, “tension [is] created when family planning services ate cuught 
between (wo potentially conflicting mandates: promoting the achievement 
of demographic objectives and meeting individual health and welfare 
needs” (Bruce 1990:63) If family planning programs could be unhooked 
from their demographic mandate, they could focus more clearly on meel- 
ing individual needs and providing a range of sexual and reproductive 
health care. At the same time, a reproductive rights policy could provide 
a framework for ensuring that women and men are protected trom in- 
fringements on their freedom by doth antinatalist and pronatalist forces. 
No one could be denied their right to use a contraceptive method, for 
exumple, or to terminate an unwunted pregnancy. At the same time, no 
one could be forced to use a method (€.g., Compulsory sterilization), or 
persuaded to do so under false pretenses (e.g., by withholding information 
about side effects), or prevented from stopping a method (¢.g., by refusing 
to remove a contraceptive implant). Any of these actions would involve 
a Violation of busic rights. This formulation is consistent with the 1989 
Health Law of Vietnam, for exumple, which stresses that all individuals 
must be free to choose the family planning method they wish und declares 
that “all ucts of preventing or forcing the implementation of family plan- 
ning are prohibited’’ (Allman et al. 1991:314), 
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Ssoy o¢ young chien and tren wrton ating dress 

you nancial support following divorce. A 
father S obligation to support his children would be enforced. Laws re- 
bee fo sexual behavior would attach criminal penalties to incest and 
the sexual abuse of children; rape and other /orms of physical violence; 
sexual intercourse with under-age females; and recruitment for and prof- 
iting from Prostitution and sexual slavery. At the same time, homosexual! 
relations between consenting adults and heterosexual relutions between 
consenting unmarried adults would be decriminalized. Laws on contra- 
ceptives would legalize the importation, manufacture, distribution, and 
advertising of contraceptives while maintaining appropriate standards of 
quality control (Isaacs and Cook 1984). They would facilitate the provision 
of services and supplies by trained non-physicians such as midwives, 
nurses, and pharmacists. Restrictions on sexual and birth contro! infor- 
mution and services for adolescents or unmarried people would be re- 
pealed (Roemer and Paxman 1985) along with requirements of spousal or 
parental consent (Cook and Maine 1987). Voluntary sterilization and abor- 
tion would be legalized on request while maintaining appropriate medical 
standards and ensuring fully informed consent. Special incentive pay- 
ments to providers of family planning methods such as !UDs or sterili- 
vation, ‘motivators,’ and ‘‘acceptors’’ would be eliminated in order to 
reduce the potential for program abuses. Indejendent commissions would 
be esta>lished to investigate complaints of cercive, negligent, or other 
harmfu! practices of family planning researchers or providers in the public 
and private sectors and assist clients in protecting their rights, 

These are examples of what might be included in a reproductive rights 
policy. Coalitions of women’s groups, human rights advocates, and family — 
‘planners in each country could draw up a set of principles to guide Te 
productive laws and policies. The purpose of such a policy is to provide 
a shelter’ of rights within which people's sexual and reproductive health 
needs can be fully addressed. 


REPRODUCTIVE HEALTH AS A CORE PROGRAM 


The concept of reproductive health has gained currency in the 1980s 
as a symbol of a fresh perspective on women's rights and family planning 
(e.g... Germain 1987; Germain and Ordway 1989). It incorporates elements 
of conventional approaches to health and family planning service delivery 
while broadening their scope and deepening their impact. The concept of 
reproductive health is premised on the feminist principle that every 
woman has the right to control her own sexuality and reproduction without 
discrimination as to age, marital status, income, or other considerations. 
Ensuring the highest possible standards of reproductive health care for 
girls and women is fundamental to the exercise of their reproductive rights 
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to whieh parls ail women are cnt ri (oe | 
Reproductive health refers to a womans ability (1) to understand iid 


enjoy her own seauality by gaining knowledge of her own ey i 
cupacities, and her sexual rights; (2) to regulate her fertility sate y ae 
effectively by conceiving only when desired, by terminating chips 
pregnancies, and by carrying wanted pregnancies to term, (3) to remain 
fees oh ee sexuality and 
free of disease, disability, or death associated with her sexua yi 
reproduction; and (4) to bear and raise healthy children (adapted from 
Germain and Ordway 1989). By laying out these principles, we can see 
that a reproductive health program involves much more than the delivery 
of maternal! and child health (MCH) or family planning services as Con- 
ventionally defined. 

Reproductive health incorporates a clear feminist and human rights 
focus for its full realization. It moves birth control out from under the 
uinbrella of “family planning’’ and ‘“‘planned parenthood,’’ with their 
patriarchal connotations, into the reulm of individual rights to sexual and 
reproductive health, Lt links and transforms existing services in a nanner 
that phices women's physical and emotional security at the center. It 
broadens the concepts of “user's perspective’ (or client's perspective) 
und “quality of care’’ (Bruce 1980, 1990; Ainsworth 1985)—both of which 
represent significant advances over earlier thinking—to encompass un 
agenda for social transformation. It recognizes that reproductive auton- 
omy cannot be obtained by means of birth control alone. even when 
delivered in a comprehensive and caring way. 

‘The reproductive health framework also helps to move family planners 
away from their preoccupation with contraceptive acceptance rates and 
births averted, a preoccupation thut has led to Charges that singling out 
“excess fertility’ as the most urgent problem represents a cynical dis- 
regard for the multiplicity of women's needs (Karkal and Pandey 1989) 
At the sume time, it can move health workers away from their sometimes 
narrow Conception of maternal morbidity and mortality to consider a 
brouder range of social and health issues (Sai and Nassim 1989). As noted 
in chupter 6, reproductive health is consistent with the concepts of re- 
productive mortality and morbidity which involve Calculations of th 
health risks and benefits of sexual behavior and of ullempts to : 

pietnatie me a hosp prevent 
pregnancy as well as of pregnancy and childbirth. Perhaps most iMportant 
A reproductive health framework elicits Positive connotations of heal 
ane reproduction rather than negative connotations of fertility control 
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ery systems and providers; (6) provide individual und group counseling 
and educational programs; (7) reach into the community to change dis- 
criminatory attitudes and practices; (8) build linkages with related pro- 
grams and providers; (9) institute staff training in accountability and 
philosophy of care; and (10) draw on a sustained commitment from gov- 
ernments, NGOs, and bilateral and multilateral funding agencies. Each 
of these points is elaborated briefly below. 

~~ 

1. Building on women’s experiences 


Building on and learning from women’s experiences is an essential first 
step in creating a woman-centered reproductive health program. In es- 
sence, this means that clinic- or community-based programs would be 
designed, in large part, by women for women. Men would not be excluded 
from sharing the responsibility for practicing birth control or from pro- 
viding or receiving services, far from it. Culturally sensitive educational 
and service programs designed by men for men are essential (Gallen 1986). 
Rather, programs intended primarily for female clients would be planned, 
implemented, and evaluated with the full participation of women at all 
levels and stages of decision making. (For a useful analysis of concepts 
and measures of client participation, sce Cohen and Upholf 1977.) 

Involving representatives of client populations in the design and as- 

_ sessment of decentralized community services will ensure. thavreproduc- 
tive health programs are informed by women’s perceptions of their own 
needs and priorities in each setting. Women can draw on their experiences 
with health care and family planning providers such as herbalists, phar- 
macists, traditional midwives, and physicians and paramedics in the public 
and private sectors. Ina woman-centered program, what the client knows 
about her personal history, health and family planning needs, and about 
the attitudes of her family and community is just as important as what 
the provider knows about technical topics such as the relative risks of 
different contraceptives or how a method works (Bruce 1983:51; see also 
Lipton, Dixon-Mueller and Brindis 1987). Program clients would partic- 
ipate directly in the evaluation of the services they receive through in- 
formal group consultations, serving as community advisors, and other 
means. aa 

Reproductive health programs would be adapted to the specilic needs 
of the women they serve, derived from a fundamental understanding of 
women’s lives in diverse economic and cultural circumstances. Recog- 
nizing the centrality of childbearing to women’s securily and self-esteem, 
service providers would treat clients’ concerns with overcoming infertility 
with as much care as clients’ concerns with avoiding unwanted or closely 
spaced births. Providers would also recognize that in conditions of ¢co- 
nomic crisis, women’s perceived need for family planning may rank below 
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women whe were ushkeal abaue tteeat olyeetives 
in joining the groups generally ranked “lo receive family won rte 
other goals such as “obtain redress from moneylenders, ¢ bi . ef wr y 
system,”* “send children to schools,"" “get correct and fut WES. : n- 
courage group savings,” and “rescue from torture of husbands** (Banchte 
Shekha 1986). 
Childbearing and fertility regulation among vulnerable groups occur 
within an environment of social and economic risk and uncertainty (e.g., 
Schnaiberg and Reed 1974; Cain 1981). Service providers must be acutely 
aware of the risks as well as the benefits to women of spacing or linitting 
births or of using a contraceptive method (see chapter 6). Women may 
fear divorce, abandonment, physical abuse, or social rejection if their 
contraceptive practice is known, for example, or experience anxiely about 
method side effects that could alter menstrual patterns or cause subse- 
quent fertility impairments. The more rigid is the patriarchal system en- 
forcing female economic dependency, the greater is the risk to women of 
restricting their childbearing or of going against their husband's or elders’ 
wishes. The risk is especially severe where labor markets that might 
otherwise provide some independent economic security for women are 
most discriminatory. 
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2. Empowering women to overcome their oppression 


. A reproductive health program forms one component of a comprehen- 
ity effort to transform power relations in the family, the community, and 
oo eaggltl It challenges female subordination in the sexual and repro- 
he eee’ well asin other spheres of women's lives. Reproductive 
realth ty re ated both ideologically and programmatically to these broader 
human rights goals; indced, it is subsumed by them. 
mine perp” r gg reproductive health program is empowering 
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nights even in clinic settings. ‘‘Their desire to have their human rights 
observed i$ not expressed as an ‘entitlement,’ ’’ writes one observer 

but rather as a Wish for dignified and fair treatment’ (Bruce 1987:378), 

A feminist reproductive health program means empowering clients to 
make demands on public and private agencies and individual providers 
for the type of care they want. It means empowering clients to make 
demands on their sexual partners for respect and cooperation in sexual 
relations, fertility regulation, and childbearing and rearing. It also means 
creating conditions by which women can act unilaterally to contro! their 
own fertility, if they wish, through the use of non-detectable contraceptive 
methods and of tubal ligation or abortion on an outpatient basis. In the 
words of British historians J. A. and Olive Banks cited earlier in this book 
(1964:125), a feminist agenda ‘‘involves a campuign waged in the face of 
opposition—a struggle of the underprivileged female against the domi- 
nant, privileged male.’’ It may also involve race, caste, and class struggle, 
with particular emphasis on empowering women in oppressed groups to 
act on their own behalf. | 


3. Offering an appropriate array of reproductive health services 


Designed to meet the needs of girls and women of all ages and economic 
conditions, the reproductive health concept incorporates a holistic ap- 
proach to prevention and treatment that centers on the person rather than 
on a particular part or function of the physical body. 

Ideally, a reproductive health program would include (1) education and 
counseling on sexuality, contraception, abortion, childbearing, hygiene, 
infection, and disease: (2) screening and treatment of reproductive tract 
infections (including sexually transmitted diseases), cervical cancer, and 
other gynecological problems; (3) informed choice of contraceptive meth- 
ods, with systematic attention to contraceptive safety; (4) safe early abor- 
tion for contraceptive failure or non-use, (5) prevention and treatment of 
infertility; (6) prenatal care, supervised delivery, and post-partum care, 
and (7) infant and child health services (Germain and Ordway 1989). 
Services can be offered directly or through referrals, in both public and 
private sectors. Offering an array of services in one center or community 
outreach program can encourage followup and continuity of care. In ad- 
dition, each new service, such as prenatal care or child immunization, 
pulls in additional ‘clients who then return for other services, such as 
contraception, 

Service priorities will depend on the perceived needs of client popu- 
lations and on organizational! capacity. The Bangladesh Women's Health 
Coalition, for example, began in 1980 as a single-purpose clinic offering 
safe, legal menstrual regulation for low-income women (Kay, Germain 
and Bangser 1991). It added contraceptive services and counseling almost 
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scale) diagnosis and treatment of common reproductive tract in ect $3 
which contribute to infertility and other disabilities. Other groups have 
other concerns. Latin American feminist health collectives hive aed 
a high priority on sexuality and rape counseling, sale uborion services 
or referrals, dealing with violence against women, and ensuring contra- 
ceplive safety and choice, including protection from unsale biomedical 
experimentation. A group of Nigerian health activists has identified in- 
fertility as a major focus of its immediate concerns (chapter 4), which 
encompasses the prevention and treatment of infections and other damage 
cuused by unsafe abortion, unsafe delivery, unsafe sexual practices, and 
customs such us female circumcision. An appropriate constellation of 
reproductive health services would be responsive to the specific concerns 
und requirements of diverse populations. Each of the elements of repro- 
ductive health is phrased us a social entitlement which forms the foun- 
dation of reproductive choice and freedom. 


4. Ensuring informed choice of birth control methods 


A feminist perspective on reproductive health values a broad range of 
method choice in fertility regulation, including a woman's right to use a 
less effective method, lo use a method only sporadically, to switch ireely 
from one method to another, or to refuse any Or all services or products. 
These vptions follow logically from the Principles of informed choice une 
self-determinution. Every womin will Weigh differently from every other 
womun the relative risks and benefits of each method of birth control and 
of childbearing ut different points in ‘her life (C.g., see Hass 1976: Bruce 
1987). Once she is made fully aware of the available options in contra- 
ception, sterilization, and abortion through intensive counseling on the 
—. oe of each method—whether male and feniule ‘ciel 
Pe a See gy individual womian is in the best position to know 
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(periodic abstinence), and breastfeeding as spacing mechanisms for 


women who ure willing to accept a higher risk of pregnuncy, or where 
sufe abortion is readily availuble in causes of method failure. 


Concerns about contraceptive choice and safety have posed a dilemma 
for feminists, just as they have for governments, researchers, program 
administrators, service providers, and clients themselves. Should a 
woman be offered methods that may produce or exacerbate other health 
problems or even cause death, no matter how small the probability? How 
does one balance the principles of individual freedom and social entitle- 
ment in this case? The vehement opposition of some feminist health ad- 
vocates to the use of hormonal injectables and implants under any 
conditions is one example of such controversy. Yet, others contend that 
women should have access to the full range of available methods under 
conditions of fully informed consent, careful screening for contra- 
indications, and adequate medical followup. These preconditions are, of 
course, very difficult to meet. Counseling, screening, and followup are 
inadequate in most developing countries, especially in rural areas, and 
among some subpopulations in industrialized countries as well. 

The challenge of a reproductive health program is to ensure that ade- 
quate monitoring is possible within the context of individual choice. There 
is probably no drug or device or medical procedure without risk. In this 
sense, the need for client education about possible side effects and in- 
formed consent is not unique to family planning. Women should have the 
freedom to choose, but they ure also entitled to protective legislation that 
regulates the conditions under which drugs, devices, or medical proce- 
dures can be tested or marketed and to participate in this legislative 
process so that their own views ure heard. 

The right to safe and low-cost or free nbortion on request ties at the 
heat of method choice. Abortion represents a wonn’s Ultimate veto 
power over an unwanted or mistimed pregnancy—that is, over coerced 
childbearing—as well as an essential reproductive health service. Abor- 
tion will always be necessary as a backup for contraceptive failure or 
nonuse where women or couples are determined to prevent an unwanted 
birth. In addition, many women prefer abortion to contraception because 
it meets their particular needs at a given time better than contraception 
does. Where abortion is properly performed within the first 12 weeks of 
pregnancy, the resulting mortality rate is lower than for other family 
planning methods such as the 1UD, tubal ligation, or hormonal pills. The 
availability of safe, supportive abortion services as a basic component of 
women's comprehensive reproductive health care is thus neither an un- 
fortunate fact nor a necessary evil, but, like all family planning, is a 
woman's right, a social entitlement, and a positive social good (Petchesky 
1984-387). 
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5. Expanding choices among delivery systems and providers 


The concept of choice extends to individual providers sor ee 
delivery systems. Male and female clients from diverse Scene we 
respond differently to providers of various types, often strongly pre wes 
some over others bused on their social values and personal CAPCTICNCES, 
Systems differ in their ideologies, accessibility, cost, physical and social 
settings, modes of transaction, type of goods and services, technical com- 
petence of providers, and familiarity to the client. Mechanisms of service 
delivery may determine the acceptability of contraceptive methods und 
viher reproductive health services: **The service delivery experience en- 
capsulates the method, and in the clients’ minds, is part of the ‘tech- 
nology.’ Women do not choose simply to use a specific method: they 
choose to accept interaction with an often complex service apparatus” 
(Bruce 1987:36; emphasis added), 

Channels of service delivery are so varied that it is not Possible to 
assess the potential advantages and disadvantages of each type (Lupham 
und Simmons 1987:341-542). A comprehensive reproductive health pro- 
gram would include both clinic-based and community-based delivery sys- 
tems in the public and private sectors. Clinic-based services include free- 
standing, mobile, or hospital-based clinics run by governments, NGOs, 
or private for-profit operators as well as the offices of Physicians and other 
medical or paramedical personnel. Community-based services include 
pharmacies and other retail outlets in the formal sector, street vendors 
and traditional health practitioners (¢.g., herbalists and midwives) in the 


(usually woman-to-woman) or in specialized Scllings such as factories ane 
viher workplaces, festivals und nurkets, women's clubs, high schools or 
adult literacy classes, and Cooperatives und credit societies, Community 
held-workers ure often outreach workers for clinic-based Programs. Some 


clinic settings (e.g., condoms, contraceptive foun Wd SUPPOSitoOries 
ten es OF pills, nutrition Supplements, prenatal Monitoring and cai 
hups iMMunizations and midwifery), while Others are usually refers ne 
clinics (e.g., female and male sterilization, abortion IUD inserti ie 
cological problems, high-risk Pregnancies), ' Sertion, gyne- 
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of women in Senegal who used the pill went to pharmacies compared with 
43 Percent cuch in government and private health centers. Thal women 
relied heavily on government facilities (70 percent) and on pharmacies 
(23 percent) with almost none resorting to private physicians or clinics. 
Although these comparisons illustrate some apparent distortions in 


sources of supply, their interpretation requires fuller knowledge of the 
Situation in each country. 


. By definition, community-based programs are intended to bring essen- 
tial services closer to clients, especially to low-income and rural house- 
holds with less access to formal health facilities, and to women. Also by 
definition, they offer considerably more scope for community participa- 
tion and entrepreneurial initiative than do clinic-based programs. Com- 
munity-based services can offer alternatives to formal medical centers, 
relying instead on more informal contacts between clients and providers, 
the latter of whom are usually less highly trained and thus socially closer 
to their clients than are clinical personnel. Moreover, community-based 
programs in countries with discriminatory labor markets such as Bang- 
ladesh have provided important new employment opportunities for thou- 


sands of women as health and family planning field-workers (Simmons et 
al. 1988). 


Feminists have supported in principle the diversification of delivery 
systems as a means of improving access to important reproductive health 
services among potentially marginalized groups such as teenage girls, 
ethnic minorities, nonliterate women, or married women who are unable 
to leave home. Many remain nervous, however, about the implications 
of distributing contraceptive methods such as the pill in situations where 
users may not be fully informed about their correct use, contra- 
indications, and possible side effects (International Women's Health Co- 
alition and the Population Council 1986:18, Bruce 1987; Germain 1987). 
Needed are innovative efforts to educate providers of all types, along 
with better inserts for contraceptive packaging that can be easily under- 
stood by clients with limited reading skills. 


6. Providing counseling and educational programs 


A comprehensive reproductive health program would offer individual 
and group counseling and educational programs to clinic and community 
participants on topics such us fertility control and reproductive physiol- 
ogy. male and female sexuality, reproductive health and nutrition, and 
the elimination of harmful practices such as female circumcision or dam- 
aging treatments during pregnancy, childbirth, and the post-partum pe- 
riod. . . 

The need for high quality counseling of individuals and couples in their 
choice of a birth control method which includes clear information about 
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possible side effects is increasingly recognized us ere se ee 
informed choice and user satisfaction. It has also raise : con we 
acceptance and voluntary continuation rates in a variely of settings ( ; ot res 
and Letienmaier 1987). Training manuals and techniques have beeen e- 
veluped to improve providers’ communication skills and the accuracy of 
their technical information, not only for family planning clinic personnel 
but also for community outreach workers, pharmacists and shopkeepers, 
and traditional midwives (ibid.). Less has been done in the realm of mule 
and femule sexuality, including counseling on how to uchieve more plea- 
surable sexual relations, how to treat sexual dysfunctions, and how to 
recognize, treat, and prevent reproductive tract infections and sexually 
transuutted discuses. (AlIDs counseling may represent one ¢aception.) 
The lack of ullention paid to female sexuality concerns feminist health 
advocates in Muny countries who are confronted in their everyday work 
with women who in ignorance of their orgasmic cupacities feel **used” 
by thew sexual partners. | 

The key to good counseling is adaptability to the needs and concerns 
of euch client, couple, and group. Feminist women’s health collectives 
in industrialized and some developing countries have experimented with 
a variely of individual and group counseling methods that share a strong 
self-help focus and egalitarian ideology (Ruzek 1978). Some of the more 
Fadicul-feminist self-help clinics in industrialized countries have appealed 
to @ relatively small minority of women, however—usually young and 
well educuted—who share a feminist ideology of alternative health cure 
(Jones, Thoss, and Scottish Health Education Group 1987). Many women 
in poverty in both industrialized and developing countries, as well as 
middle-class women, may prefer a more conventional model of counseling 
and service delivery. Kor some women this may include a preference for 
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ae other reproductive health services to all social groups, but also as 
advocating the elimination of those oppressive institutions und practices 


that impede girls’ and women’s knowledge of and access to family plan-: 
ning and health services. 


A variety of mechanisms could be created to challenge discriminatory 
attitudes and practices within the community. These can be tailored to 
the mass media, to political and religious leaders, to the schools, and to 
community groups of various kinds. Community-based health and family 
planning field-workers offer a good resource for reaching individuals and 
households with positive messages. In Bangladesh, for example, female 
outreach workers in a rural family planning extension project have served 
as effective change agents in altering the ‘tcalculus of choice’ that binds 
women and men to patriarchal attitudes and practices. Workers try to 
win the support of husbands and other relatives for family planning while 
encouraging women to make their own decisions, if necessary, which may 
include surreptitious method use (Simmons et al. 1988). In addition, lo- 
cally controlled women’s income-generation projects; literacy programs, 
and grass roots community organizing can all change women’s (and men’s) 
consciousness and objective options (Rogow 1986:92). Women's organi- 


zations are a key resource in this endeavor. 
f ' ee : 


8. Building linkages with related programs and providers 


The question of whether family planning programs in developing coun- 
tries should be integrated with health programs or operated as separate 
administrative entities has elicited a great deal of controversy over the: 
years. Although complete ndministrative integration might appear to be 
both effective and efticient and tends to be favored by the medical profes- 
sion, some family plunning advocates fear that integration would dilute 
the resources and focus of the family planning effort and force a depen- 
dency on health ministries and infrastructures which in many countries 
are relatively weuk. Instead, they say. specialized population uctivities 
should remain adininistratively distinct, although finked in some way to 
health programs (Simmons and Phillips 1987). Such linkages can include 
adding selected MCH and primary health care services to family planning 
programs—and vice versa—to create multiple-service packages in clinic 
or community settings; operating parallel but coordinated health and fam- 
ily planning programs, OF establishing a reproductive health referral sys- 
tem at each specialized service delivery point that identifies sources of 
other specialized services. Similarly, clinic- or community-based workers 
can remain specialized in their functions or add other reproductive health 
tasks and referrals to their current ‘*nortfolio.”” 

Evidence is mixed on which strategies are more effective in delivering 
family planning and health services and in attracting clients. Much de- 
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9. Training workers in accountability and quality of care 3 
The successful delivery of reproductive health care requires services 
that are accessible, acceptable, und of high quality. Accessible services 
are designed with the client’s specific needs and abilijies in mind re 
regard to location, mode of delivery, hours of service, costs, and com- 
munication skills. Acceptable services are those with which clients lel 
comfortable and satisfied. High quality services depend on providers 
technical competence, sensilivity to the needs and concerns of each client, 
continuity of care, and commitment to fully informed personal choice for 
ull women. These guidelines pose a challenge to professional staff and 
field-workers in southern and northern countries alike. As Judith Bruce 
(1987:380) concludes in her analysis of users’ perspectives On Contracep- 
tive technology und delivery systems, “Service delivery systenmts rarely 
transcend the structural limitations characteristic of their societies. More 
frequently, they reflect these limitations or even extend prevailing dis- 
criminatory concepts about women’s roles and entitlements. But they, 
too, can be realigned to be conscious in ideology and design of the needs 
of their clients.’’ “*How do we reach these women?"’ Bruce usks. ‘How 
do we protect their interests, their pride, and their privacy? What feurs 
and limits can we help them overcome?"' The most effective way to answer 
these questions is clearly to listen to the women themselves. 
Women’s health advocates throughout the world have highlighted the 
need for better training of health and family planning workers in the 
philosophy and techniques of listening to and empowering their clients, 
raining is required at all levels, from program manugers through protes- 
Sieh ad =~ SL oe staff ‘arpa paramedical and support 
specific situations Nimaidl of saiity ny weer) igh: c = ¥ 
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ability of women with professional training from those of the women 
whose fertility they are ‘Managing’ "’ (Jaquette and Staudt 1985:258). 
Where possible, program staff such as outreach workers, paramedics, and 
counselors would be recruited and trained from among the ranks of the 
women they serve. Interpersonal skills would be as important as technical 
skills in the selection and training of service providers. 


10. Lliciting commitments from governments, NGOs, and 
bilateral and multilateral funding agencies 


The reproductive health approach does not require massive infusions 
of additional funding nor does it replace currrent institutionalized delivery 
Systems. Instead, it pulls together elements of major existing programs 
as building blocks of a more comprehensive approach to women’s repro- 
ductive health and rights and identifies directions of change (Germain and 
Ordway 1989:10). 

National and international priorities have shifted during the 1970s and 
1980s with respect to major initiatives in Family Planning, Maternal and 
Child Health (MCH), Primary Health Care, Child Survival, and Safe 
Motherhood. Each of these initiatives incorporates different objectives, 
program strategies, and client populations. It should be possible to pull 
the threads together in a manner that identifies current gaps in reproduc- 
tive health priorities and service delivery at the national and international 
levels. Family planning programs, for example, whose primary objectives 
are to promote contraceptive acceptance und reduce fertility, generally 
~ focus their attentions on married women of reproductive age who already 
have two or three children. They are less oriented to younger or unmarried 
women, women who want to be pregnant or want to terminate a preg- 
nancy, and women with other reproductive health problems (Germain 
1987:5). MCH programs serve pregnant and recently delivered women 
and their young children; safe motherhood initiatives concentrate on preg- 
nant women through delivery; child survival initiatives serve women only 
indirectly through their emphasis on the mother's role in infant and child 
health. Missing trom all of these client populations are adolescent girls, 
infertile women, women with reproductive tract infections, women not 
currently at risk of pregnancy or bearing children, victims of rape and 
violence, and others who “‘fall through the cracks”’ of service delivery— 
if services are available at all. 

A sustained commitment to women’s reproductive health and rights 
would build on current population and health programming as well as on 
women in development programming in governments; NGOs such as the 
International Planned Parenthood Federation with its multiple country 
affiliates; multilateral donor organizations such as the World Bank, World 
Health Organization, UNICEF, and the United Nations Population Fund 
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THE DEMOGRAPHIC SIGNIFICANCE OF GENDER 
EQUALITY AND REPRODUCTIVE RIGHTS 


There is no doubt that the world is faced with an overwhelming problem 
of sustained population growth at the global level. Although population 
growth rates have slowed since the 1960s and 1970s almost everywhere 
except sub-Saharan Africa, the 1990s will see the greatest increase in 
human numbers of any decade in history: almost one billion people. The 
demographic momentum engendered by past and current growth rates 
carries larger and larger waves of human increase in sheer numbers even 
us the rate of growth declines. Between 1990 and 2010 the world’s pop- 
ulation is likely to increase by one-third. The populations of southern 
countries, if they continue growing at 2 percent annually on average, will 
double in 34 years. The urguments presented in this tinal chapter ure in 
no way intended to C sigrate the seriousness of the population problem 
or to suggest that nothing need be done. Rather, they are presented as . 
an allernative to conventional calls for “population control’ in southern 
countries and for the intensified recruitment of family planning “accep- 
lors”” us its tool, 

Analyses of the impact of population trends on economic growth and 
environmental degradation are Clearly important. But the evidence sug- 
gests that many top-down upproaches to controlling population growth 
through political campaigns and massive family planning promotions have 
i lel a we provoked fear and Opposition among 
Hernandez 1984) Peeiinie: 1, wh s families, or both (Warwick 1982; 
i tite Sreiclana v “ ulth advocates have been Particularly vocal 

: € sume time, the multiple reproductive health 
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ity endeavor,” 
1989: 106). 


The search for a more responsive reproductive policy described in this 
chapter has considered both policy process and content. Ideally, the pro- 
CCS becomes transformed from one that is externally imposed and tech- 
Nocratic ta one that is internally motivated nnd humanistic. Listening to 
women’s voices in the desizn and implementation of reproductive policies 
und programs involves a fundamental reorientation of policy-making pro- 
cesses and priorities. Indeed, it constitutes a shift in paradigm: a different 
world view, requiring different theories and lines of inqury. ‘Turning things 
upside down, a woman-centered approach begins by trying to understand 
the concrete material and social conditions of women’s lives in different 
contexts, and the meanings that women attach to their sexual and repro- 


ductive experiences. Programs and policies build on and adapt to these 
experiences. 

The policy content becomes transformed as well. In bringing together 
the previously separated streams of thought about human rights and pop- 
ulation processes, four major shifts occur. First, a development policy 
becomes a human rights policy designed to ensure that all persons have 
un adequate standard of living together with other basic freedoms and 
entitlements that are essential to personal security und reproductive 
choice. Second, a population (reproductive) policy becomes an equal 
rights policy designed to eliminate discrimination against girls and women 
in economic, social, political, and cultural life. Its intent is to undermine 
those gender-based structures and ideologies that curtail girls’ and wom- 
en's control over valued material and social resources and perpetuate 
patriarchal pronatalist controls. Consider, for example, the Philippincs 
Development Plan for Women created by the National Commission on 
Women with input from women’s organizations and government minis- 
tries as an accompaniment to the Medium-Term Philippines Development 
Plan for 1989-1992 (see chapter 4). The plan for women contained a broad 
range of sectoral goals and timetables, as well as particular demographic 
goals that focused on women’s and children’s well-being. 

Third, a family planning policy becomes a reproductive rights policy 
designed to ensure that women and men are able to exercise genuine 
sexual and reproductive choice. Standards are set to protect individuals 
from coercive efforts by both pronatalist and antinatalist forces at the 
state, community. and family levels. In Brazil, for example, a national 
Committee on Reproductive Rights worked closely with the National 
Council for Women’s Rights to formulate guidelines on women’s sexual 
and reproductive rights, In the Philippines, a major umbrella organization 
for women’s associations, GABRIELA, formed a Commission on Health 
and Reproductive Rights to set policy guidelines. Fourth, a family plan- 
ning program becomes a reproductive health program designed to extend 


not an externally imposed program (Karkal and Pandey 
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it. 
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Nevertheless, there is little doubt that such interventions are likely to 
create conditions favorable to lower fertility if they are designed and 
implemented through a flexible participatory process to meet the needs 

of specilic population groups within each country, A righty-oriented de- 
velopment strategy that improves the distribution of incomes and other 
resources among population subgroups, for example, can aller the envi- 
ronment of reproductive decision making in fundamental ways. In par- 
— . . . — ~ Pp 
ticular, structural changes combined with rising expectations can reduce 
the dependence of low-income and landless rural populations on children 
lor their security and survival, reorient their survival/security strategies 
toward long-term investments in children's health and education, and 
reverse the inter-generational flow of wealth (¢.g., Ridker 1976; Murdoch 
1980; Caldwell 1982; Bulatuo and Lee 1983). An equal rights Stratexy that 
explicitly challenges those ideological and structural forces that currently 
deny girls and women genuine choice can have a demographic impact by 
altering the circumstances of female dependency, marriage and divorce 
schooling and employment, property Ownership 
rst and women’s abilities to mobilize Politically (United Nations 1975: 
3 sale ars Bulatao and Lee 1983). A reproductive rights policy would 
remove egal and other impediments to the use of contraception, voluntary 
sterilization, and abortion, while prohibiting early arranged marriages 
p< ay mule financial responsibility for the children they father and 
wciitating di ee. Kae “these inter ba ae es ve: 
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aay of reproductive health seine ceeressom: ering an appropriate 
range of birth control methods. ex i lj | : rerio : na Rapa : 
al S, expanding the channels of service deliv- 
ery, Providing counseling and educational programs, challenging discrim- 
Inatory attitudes and behavior in the community, building linkages with 
related reproductive health programs and providers, and eliciting com- 
mitments from governments, NGOs, and international funding agencies. 
If women are to control their own reproduction safely and effectively, 
they must also be able to manage their own health and sexuality, toachieve 
social status and dignity, and to exercise their basic economic and social 
rights in the family and in society. A population (reproductive) policy 
cannot be considered apart from an equal rights policy, Redefining the 
content of a population policy in this way should heip to pull together 
different segments of activists working in northern and southern countries 
on iysues of human rights, women's rights, and reproductive freedom, 
Most important, ridding family planning of its population control rationale 
and substituting a broader reproductive rights and health focus should 
appeal to the population, health, and family planning communities, on 
the one hand, and to feminist health advocates and human rights activists, 
on the other. The joining together of these communities in a common 
endeavor becomes all the more compelling in the context of a global 
political environment in which threats to women’s rights and reproductive 
freedom are becoming more powerful. Women's rights groups and the 
population/family planning establishment cannot afford to be divided in 
thei purpose, nor can feminists allow their anti-famudy planning chetoric 
to be coopted by “‘right-to-life’’ organizations committed to the abolition 
of all artificial methods of birth control and to the perpetuation of women’s 
subordination, 
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“RETHINKING POPULATION POLICY" 


Imrana Qadeer 


The debate on population size and growth is old and has 
been enriched by thinkers of various hues. It originated 
between two opposing ideological perspectives on growth of 
population. One, considering it a primarily natural phe- 
nomenon, and the other, an outcome of the social nature of 
human organizations. Both have contributed to knowledge in 


such a way that today almost everyone is agreed on _ some 
basic concepts. ' 


POPULATION IN THE REALM OF THEORY 


_ Population growth is no more seen as_ an independent 
variable affecting development. It is the outcome of a 
complex process of socio-political and economic interac- 
tions. It also affects development differently in different 
socio-economic conditions. History has demonstrated that 
high population growth rates are not necessarily associated 
with poverty. Population experts today are questioning 
theories based on assumptions such as economic performance 
and progress depend critically on resources per head; income 
per head is a measure of wellbeing; and that population 
forecasts for decades ahead can be reliable. in other 
words, the dominant concept of development as a= purely 
economic entity is itself being questioned. 


The experts are arguing that the most critical factors - in 
development are transfer of productive techniques, social, 
political and lega! institutions, and knowledge, and not 
population growth. ‘here are others who point out that the 
less developed countzies (LDCs) have already moved more than 
half way towards a »irth rate that yields zero population 
growth. Till 1970 w.men in these countries were bearing 6.1 
children and the numer now is 4.1. 


Even the proponents of doomsday have extended their 


analysis of the global issues. Retaining their concern 
about population explosion in LDCs, they now add _ factors 
such as: the over consumption of resources; the fast 


degrading environment, and high energy use in the West, the 
magnitude of military resource expenditure and benefits 
derived from it by industrialized economies, and the 
co-existence of food gluts and famine. 
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GLOBAL PRACTICE AND POLITICS 


The crux of the matter then revolves around — 
such as the cost of Family Planning Programmes (FPP) an e 
way these costs are defined, why these programmes ce 
considered "cheaper" and for whom? why the developed worl 
is ready to transfer its reproductive control technologies 
but not its productive techniques, and why the LDCs wish to 
have aid and access to markets but are not willing to alter 
some features of their social, legal and political organiza- 
tions? 


These issues are obviously political in nature. At 
different levels, different social configurations are at 
conflict. The dominant sections of the DCs are ready to 
critique their own system and change to some extent but are 
not ready to see the links between the patterns of growth in 
the two halves of the world. They are ready to interfere in 
other countries affairs in the name of “Saving democracy' 
but are not ready to recognize their own role in the under- 
mining of democracies in these countries. Not very differ- 
ent in behavior are the elite of the LDCs who resist change 
in their own social and legal structures, largely remain 
silent on issues of economic self-reliance and the 
artificial economic boundaries created by the. developed 
nations, but if ,mecessary, would have no hesitation in 
taking away the gains made by the poor in their own country. 


In this prevailing political scenario 
the self-interest of the dominant Classes, mere reco nition 
nao po aa role played by population cea 

y in e realm of th j 
growing population of LDCs is snen to be h wertcue mien e te 
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, Characterized by 


For the elite of both the 


. best way to contain the unmanageable 
load on their consciences. At one level, the victims are 


a people of the LDCs, a big chunk of whom are seen as 
ispensable, and at another level, it is the poor within the 
LDCs who are seen as the indiscriminate breeders. 


NATIONAL LEVEL EFFO2TS 


Historically, both control Of numbers as well as 
women's health and rights have been the inspiration for the 
contraceptive movement. India's FPP has focused on the 
control of numbers either explicitly or under the cover of 
family welfare. Its strategies were influenced by the 
lessons of practical experience and the political demand of 
controlling numbers in a short Span of time. The mass camps 
of the late 60s and the forced sterilizations during the 
Emergency were the two points in history where it became 
openly and aggressively Malthusian and followed the dictates 
of the hawks in Family Planning. The consequences continued 
to affect the programme negatively for a long time while the 
Strategies vacillated between genuine, and not-so-genuine 
efforts at integrating the FPP with developmental efforts. 


An integrated package of Family Planning, Nutrition and 
Maternal and Child Health (MCH) was introduced by the Fifth 
Five Year Plan. This, however, did little to improve nutri- 
tional status or health of even the vulnerable groups. 
These services became appendages of the FPP and were pri- 
marily used to increase its acceptance. The stagnation of 
IMR and Nutritional status over the seventies are evidence 
of this tragedy. 


At the end of the Fifth Five Year Plan the problem was 
realized by the National Group on Population. It argued for 
an integrated approach which, by providing all basic’ serv- 
ices, creates demand for family planning rather than using, 
them as a bribe. This strategy could succeed only if Nutri- 
tion Programmes were accompanied by long term solutions’ to 
food availability and access. The Working Group however, 
was planning within a set of political constraints and could 
not go beyond the limits of Minimum Needs Programmes (MNP) . 
The Group's strategies to help women also operated within 
the domain of MNP ard "maternal health". It left aside all 
other issues of women's health and at best pushed them into 
the unorganized sector without giving them any real assets. 
A set of relevant strategies therefore, could not really 
take off as they were contrary to the vis aosndhanane ears t TE = the 
politically accepted notion of’general develop wi! aN 
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LESSONS FROM PRACTICE 


he 70s and 8g0s 
In the rocess of reassessment over th 

many lessons Caan learnt. A number of studies showed that 
acceptance of family planning was based on different levels 
of motivation. Each level in turn required different kinds 


of inputs. 


For example, the high infant and child mortality was 
recognized as inhibiting acceptance of small family norms. 
The health of mothers was understood to be critical in post- 
partum acceptance of contraception as well as in its regular 
use. Thus at one level, improvement in health services 
which could contribute to a reduction of the load of morbid- 
ity and mortality among women and children, was seen as 
necessary. At another level, studies revealed a strong co- 
relation between education and socio-economic status of 
women and acceptance of family planning, revealing the 
transforming potential of these inputs for participation in 
decision-making. These help them to see beyond their repro- 


ductive roles, thus enhancing their acceptance of family 
Planning. 


At a third level, it was agreed that in a traditional 
agrarian Society where the Proportion of self-sufficient 
peasants is high, the need for family labour determines the 
basic family unit Size which is generally higher. Only when 
the structure of agriculture changes and the self-sufficient 


ze labourers 
1s the labour demand sufficiently altered to affect the 


This differential too 


In other words decline in infant and 


through improved health servic nid mortality 


es and environment, improved 

were accepted as some basic prer isites for on , Structure 
- e . 

ning. These called for a re-4 Stoner for family plan- 

strategies. , the developmental 


Experience of Fpp thus showed that for the sake of 


population itself, it was necessary to deal with a_ complex- 
ity that went beyond reproductive technologies and demo- 
graphic targets. A narrow vision led to a waste of 
resources and failures. It was also apparent that political 
constraints did not permit interventions other than those 
that were technological or managerial. Caught in its 
contradiction, the programme experimented with short term 
narrow strategies over the 80s that often became self 
defeating. Some of these are discussed here. 


INTEGRATION OF THE FAMILY PLANNING PROGRAMME 


__ The dismantling of single purpose institutions of 
family planning - the Regional Family Planning Training 
Centre, the Urban Family Planning Bureaus and the mobile 
district IUD team - was followed by their integration with 
the General Health Services. However, Family Planning 
continued to receive singular priority. The result was that 
now, instead of FPP structure alone, the entire structure of 
the health services was geared to achieve the targets. zt 
received a further bonanza when the 6th and 7th Five Year 
Plans went in for the expansion of rural infrastructural 
facilities. Expansion of health services was actually 
accompanied by a decline in the proportion of funds going to 
the main public health problem i.e. communicable diseases. 
Even in the 8th #ive Year Plan, Rs.547.6 crores and 
Rs.759.4 crores were spent on Health and Family Planning in 
the year 1991-92. In 1992-93 these expenditures were 
Rs.560.3 crores and Rs.1010.4 crores respectively. The much 
acclaimed increase in the health budget reflected the heavy 
pouring of resources into AIDS control programmes, for which 
the World Bank earmarked Rs.58 crores. Thus integration, 
instead of leading to multiple services, infact became the 
means of exploitation of other programmes. FPP snatched 
their resources and humanpower and enhanced its own drive 
for targets. 


What this strategy failed to acknowledge was the fact 
that weaker public health services contributed to an in- 
creased load of morbidity and a concomitant fear of infant 
death. This by itself becomes a reason for non-acceptance 
of Family Planning. 
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promoting population education, and research in better 
contraceptives. 


e maximum attention was paid to the promise 
of “Ese Eon Raney The bureaucrats and 6 japoy seneagy 
managers thus became the key figures in streamlining . 
Child-spacing through the use of hormonal contraceptives an 
MCH services became the mainstay of the new strategy. MCH 
was awarded the privilege of seeking targets while the 
relevant socio-economic intervention and health aspects of 
family planning got relegated to the background. Women and 
Children became the focus of technological interventions. 


Amidst an 


FOCUS ON CHILDREN 


AS a part of the integration drive of the seventies the 
Integrated Child Development Services (ICDS) Programme 
emerged in 1975 and attempted to provide nutritional, 
educational, medical and social services to the vulnerable. 
While the programme was Still struggling with its own inner 
contradictions of double control, conflicts between 
Programme Officer and Medical Officers, inefficiency and 
inadequate coverage, the emphasis Shifted. UNICEF's child 
Survival strategy of 1983, despite a multipronged approach, 
became the basis for pushing a vertical immunization 
programme. (An evaluation of this programme reveals that 


the programme nor is there adequate coy ; 
justify the programme) = erage of children to 
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FOCUS ON WOMEN = 


Programmes promoting womens! 
they got caught in the conflict bet 


pajustnent., The FPP's experiment with popularizing 

ectomies was brief. It soon revived its focus. on 
women, excluded their ill health and dealt with their repro- 
ductive capacity. fhe logic behind the approach is’ stated 
to be the greater extent of suffering borne by women as a 
consequence of frequent Pregnancies and births. It is also 
argued that the ill effects of currently introduced hormonal 


contraceptives (HCs) are likely to be much less than the 
negative impact of numerous pregnancies. 


The HCs considered for extensive use are Depot medrox- 
progesterone (DMPA), NET-EN and Norplant. Of these, cur- 
rently Norplant is the most favoured and has been claimed as 
safe, reversible and long-acting. There are problems with 
these assumptions and they need to be examined. 


Brushing aside side effects by saying they are less 
problematic than complications of pregnancy itself has some 
basic problems: 


i) Assuming safety of new HCs on the basis that MMR is 
much higher than the possible mortality due to HCs is 
premature for two reasons. Firstly, the limited data 
on HCs trial precludes a thorough understanding of 
comparison treats lightly the side effects reported by 
the trials. 


ii) International trials of Norplant report high prevalence 
of menstrual problems and side effects such as _ head- 
aches, skin reactions, weight gain, depression, mood 
changes and dizziness. These are labeled as minor 
problems. These side effects in fact assume a_ seri- 
cus dimension in the Indian context where women are 
known to have i high prevalence of conditions such as 
anemia, reproductive tract infections and irregular 
menstruation, where HCs are contraindicated. Norplant 
used on a large scale here may cause serious complica- 
tions. 


iii) The pre-introduction trials in 46 countries were _ con- 
ducted largely in the urban centres where side effects 
could be tackled. In India where emergency maternal 
care and follow up services are weak, the implications 


are obvious. 
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vi) The Population Council trials for developing 
the Norplant system used IUD users as controls. Prob- 
lems like bleeding, rejection and infections are very 
high in the case of IUD. Therefore, when in comparison 
to IUD, Norplant is projected as safe, it does not say 
very much. 


Despite all these problems the official experts have 
justified the use of Norplant. Bleeding due to Norplant is 
said to pose no risk to health. "In fact implant reduces 
the risk of anemia by overall reduction in blood loss". In 
other words, for Indian women it is better to have amenor- 
rhoea as a protection for anemia and Norplant offers an 
advantage rather than a risk! It is also argued that in the 
LDCs, irrespective of the medical infrastructure, the women 
can take hormonal contraceptives (oral Pills) as, "For those 
few women for whom they are contraindicated, pregnancy or 


This choice to “protect! "some" wome 
( nat the cost of 
"others", may appear statistically rational, but it 


the fact that the vulnerable women will definitely have more 
Their Suffering Can become a Cause for 
in the community. This was 


The so called “protection! of the Majority from the 


regnancy may actually be an add 
Oo have POOr access to health’ | bvites te 


rplant in 100 
not sufficient 


for they do not test uc ; 
ultimately to be BeAteecenre rural setting where they are 


These 
experience 
vided on 


lessons could have been easily learnt from the 
of IUDs inclusion in FPP. In 1965 IUD was pro- 
an ‘extensive Scale immediately after some pilot 
pat Pe etree and city populations. In the rural 
pees 2 eptance declined Within five years of 
uction because of the serious nature of complications 

and lack of infrastructure to take care of users. 


Though hormonel contraceptives are being pushed in the 
name of a woman's right to have more choices, it is clear 
that she has no rele in the making of these choices. The 
funding agencies ére calling the shots and setting direc- 
tions of research, Thus, while traditional and barrier 
methods - that contributed to the demographic transition in 
the West - have been neglected, HCs have’ been patronized. 
The Population Council has spent 20 million dollars to 
develop and introduce Norplant. 


Women are thus denied the chance of using a really safe 
and user controlled contraceptive because research funds are 
diverted to find surer, though not safer, contraceptives 
which are provider-controlled and which make women 
dependent. 


FOCUS ON VOLUNTARY SECTOR 


The latest strategy of funding voluntary agencies’ to 
open operation theaters to provide sterilization, IUD and 
spacing services, is yet another attempt to avoid 
confronting the challenge of enhancing informed choices, 
providing safe ccntraceptives; and integrated services 
specially for rural areas and “slums. By shifting 
responsibility this strategy raises a host of questions. 
Can the government actually prevent diversion of these 
resources intc private practice? Can the inadequacy of 
Primary Health Centres be made up by opening sterilization 
wards? Where will these resources come from? and what is 
the logic of investing in independent institutions at _ the 
cost of PHC network? The official documents are silent on 


these questions. 


This review shows that only the initial failure of the 
FPP led to some efforts at integration in the early 
seventies. However, the primacy of this programme was never 
questioned. The post-emergency shock led to withdrawal but 
very soon better techniques off force were discovered to push 
for targets. Thus, whatever the strategy choices, the 


more definite methods, inadequate 
ility control to 4 variety of 


tactics of dangerous but 
nothing worked, 


information, and tagging fert 
became common and when 


health programmes : 
independent agencies are now being tapped to bail out the 
programme. 

of the socioeconomic system lies the 


At one end 


political imperative of the privilege which recognizes the 


theoretical linkages between development and population, but 
continues to push in practice at the level of technique. At 
the other end lies the growing need of the people for non- 
invasive, humane, and women-empowering methods of birth 
control. The equation of power between the two transforms 
family planning from potentially liberating to a humiliating 
force. Its time we learnt from the experience of the past 
for population control the issue is not of choices between 
the two approaches. There is only one way to - the humane 
way to success. 


WOMEN AND 
THE POLITICS OF POPULATION AND DEVELOPMENT IN INDIA 
T K Sundari Ravindran** 
Introduction: 


Af ini : 
ter remaining relatively low-key for more than a decade, the 


“population problem' ji 
#3 cisely em’ in India is making headlines once again in 


= : : ; 
om si he popular media is replete with predictions of 


.. the runaway birth rate has sent the nation staggering... 


We add 45,000 children a day to our population, which is well 
above the danger mark... In the next 35 years the population 
will double... This will be double the demand on the basic 
necessities of life. Food will become scarce; so too, drinking 
water. And jobs. There will be pressure on land, traffic 
systems will become clogged, hospitals crowded... The spiraling 


growth will play havoc with the environment leading to an 
ecological crisis.' 


This despondency with respect to India's population growth has 
been fueled by the severe economic crisis facing the country 
since mid-1991. During the 1980s India's gross national product 
(GNP) grew at a rate of 5 per cent, which was higher than for 
earlier decades. Increases in crop yields were higher than ever 
before.“ Yet growing unemployment, rising prices and pervasive 
poverty followed.“’~ The High rate of population growth seemed to 
be the plausible explanation for this dismal scenario. According 
to the census of 1991, 159 million people have been added to the 
country's population in only ten years. 


The fact that, even after more than 40 years of state-sponsored 
family planning programmes, population increases have not been 
contained sufficiently, has caused panic. For the first time 
since the mid-70s, When India's population control programme 
gained notoriety for its coercive excesses, the government has 
stepped up pressure to make the programme more effective'. The 
search is on to evolve a policy package that will lower the 
~runaway' birth rate without any further delay, there being no 


time to lose. 
Scwieeebs) uti nkte se 


** Author is a researcher and writes on women's health issues 
from the perspective ef Thixd World poor women. She has an 
teaching courses on population policies and on health and devel- 
opment in rthe UNFPA- sponsored International Training wire rey on 
Population and Development, Centre for Development Studies, 
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Few people question the need to re-introduce stringent population 
reduction measures, because of two assumptions: 


~ 


ch of the efforts of 
dia has nullified mu | 
aS es sce of the key factors precipitating the 
evelopment, 
ur ic crisis, and to daa 
signe nose effective policy option 2¥2s200h ig. intensification of 
Sm : larming rate of population g fe. 
Ste.  enonsaual anteaters reduction measures, VAS Te 
ning programme, backed up by a package of incen 
centives. 
e validity of these two assumptions, and 
t's current policies from the : 
: 


of view of their effect on Indian women. ze por otter co 
policies, which in theory are meant to support deve a -_ 

solve the country's economic problems, in practice o not. 
Further, it shows why these policies have failed women in the 
past and will continue to fail them in the future. Finally, it 
puts forth alternatives for population and development policy and 
family planning services, as an integrated programme that would 
meet women's needs and achieve the government's state aims at the 


same time. 


This paper questions th 
analyses the Indian governmen 


Economic Crisis: Faulty Development Model Vs. Population Growth 
Rate 


The attention given to population growth as a major cause of 
India's economic problems has ignored the extent to which the 
model of development India adopted after Independence is 
responsible for its several economic crises. 


When India gained political independence in 1947, it was among 
the poorest countries in the world, economically dependent mainly 
on a stagnant agricultural sector. Social indicators were 
abysmal: 85 per cent of the country's population was illiterate, 
life expectancy was only 32 years, serious infectious diseases 
like cholera, malaria and tuberculosis were widespread and nearl 

40 per cent of the population lived below the subsistence 13a 
Moreover, the society was deeply divided by caste, and gender - 
based discrimination was the norm. Land and other resources were 
concentrated in the hands of a small elite. 


The skewed distribution of resources, with a heavy concentration 
at the top, meant that for the living standards of the poorest 
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Credit, and a market 
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affirmative action, welfare aeasucmncic legislation for 


deprived groups, and investment in soci 


health and primary educatj 
oe ion, which were to be provided free of 


the period from 1951 to 1981, 


acute crisis, notwithstand- 


: worthy th . 
uction, above 2.5 per a ar She rate of growth in food pro- 


per annum during most of the period, 
anaged to keep ahead of or at least a pace with the Lis of 
opulation growth, which ra 


: nged from 2 to 2.25, a modest rate in 
comparison with the Majority of developing hes Ss BOSSE 


However, the population was alre 
addition in numbers per 
12 million in the 1970s. 


ady 361 million in 1951; the net 
year rose from 7 million in the 1950s to 


] Although economic growth was adequate, 
2& was not rapid enough to meet both the needs of a growing 


population and bridge the already wide resource gap between the 
rich and the poor. As a result, about 4 million were being added 
every year to the ranks of the poor. The proportion of the 
population below the poverty line remained practically unchanged * 


Implementing its chosen economic policy proved to be a major 
strain on the government's resources. In combination with the 
costs of unexpected events such as wars and monsoons, an acute 
economic crisis was precipitated in 1966. 


The current economic crisis may be seen as the culmination of the 
path of “high growth with inequality' which was adopted as a way 
out of the economic crisis of 1966. During the early 1970s, the 
government's financial position was considerably weakened by the 
Petais. There was not enough money for public investment. 
Consequently, overall economic growth threatened to slow down. 
At the same time, the resource position of the top sector of the 


economy continued to be good. Increasing taxes on this rich 
sector was not politically advisable, while raising additional 
revenue from the poor was impossible. Pushed into a corner, the 


government decided to gradually discard its gestures at poverty 
alleviation, and to switch instead to a different kind of 
economic policy, in which the economy was “opened up'. 


From the beginning of the 1980s, various controls on imports and 
exports, that had previously helped to avoid external commercial 
borrowing and keep the country free of debt burden, were relaxed. 
This was intended to stimulate the purchasing power of the rich 
who, although a small proportion of the population, numbered more 
than fifty million. A i (ope oe tee led by an increased 
by the rich, ensured. 

eae  eBREE Lon of industrial production shifted in 
favour of luxury goods.° Salaries and incomes of the ce eee 
percent grew, and in addition, Creare facilities Seo) sa 
purchase were expanded to create, for the first time in India, 


~consumer boom'. 


4 i ts of consumer goods 

t was a price to be paid. Impor 
cc ait Be etek locally manufactured goods were heavily 
nents and/or raw materials, which 
The country's external debt grew 


grew phenomenally. 
dependent on imported compo 
needed foreign exchange. 


ld not be raised % 
tilateral loans cou! 
aloe < m Ser borrowing at high interest raté 
favourable terms. 


ing in 1980 to more than 
grew from about a4 tenth of all Ronee ae a cccnbet 


third i _ Interest paid on fore rs 
Cage or << or earnings in 1980-81 to 26.3 per cent in 199! 
91. 


.44 ity governmer 
iti instability of 1989-90 made the minori eri 
mt grep omgerteng re to risk any harsh ety pe eh. 
The insurgency movement in eastern India oF ae baie 
domestic production of crude oil. Then the Gu yee eo a 
inflated the import bill pos perroer omy mere py behing 
mic crisis. The governm 

ee pen aonee and interests which fell due in October 1991, 7 
commercial credit was not available. The government approache 
the International Monetary Fund (IMF) for a loan to pay thes 
back, which was approved in September 1991. However, the countz 
had only earned breathing space, swapping short-term, hig 
interest loans for long-term credit from the IMF. 


It is important to point out that during the 1980s, the econor 
was apparently booming. GNP was growing faster than ever before 
at 5.9 per cent per annum. Due to a doubling of yields, growt 
in agricultural production reached a new high of 3.4 per cen 
despite there being no increase in land area under cultivation. 
Population growth had slowed down, declining from 2.2 per cent i 
the previous decade to 2.1 per cent, implying an increase in foo 
production in per capita terms. Yet this was the period o 
maximum inflation since Independence. Pood prices more tha 
doubled, and so did general price levels. Economic growth di 
mot create any additional employment opportunities between 198 
and 1991.9 


In other words, rapid population growth alone cannot be blame 
for the current crisis. The current crisis was logical given th 
“development' path pursued. More crises would follow, affectin 
health and social services expenditure. These have all hindere 
favourable conditions for women to practice family planning. 


Effects on Women: Some indicators 


Women are among the worst affected by the crisis-ridde 
development path adopted by the country. 
development efforts, gen 
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Although participation of women in the labour force has increase 


-olbeary past two decades, this is believed to be the result o 
eteriorating economic conditions among the poorest sectors o 


the peasantry, , 
wage Peet compelling women in these households to engage in 


This i : : yom 
cultivators an 1s evidenced in declining proportions of 
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SSS Pry. pee cent of women engaged in so-called economically 
p uctive work are casual workers who do not have any security 
of employment or access to social support. Women's wages a 
Casual work are generally one-half or less than those for bale 


Another fall-out of the “growth with inequality' strategy is the 


escalating social (caste and communal) violence in general, and 
violence against women in particular. 


But by far the most telling indicators of the neglect of women in 
development planning are related to women's health status and 
health services for women. India is among the few countries 
where female mortality from infancy to nine years of age exceeds 
that of males. Studies probing into the causes of this unusual 
phenomenon report discrimination against girl children in 
feeding, care during illness and preventive health care as 


probable reasons. Even during the 1980s, when the Indian economy 
was growing fast, the gap in mortality rates remained absolutely 
unchanged. Worse still, it was during this decade that the 


practice of abortion of female fetuses, following amniocentesis 
for sex determination during pregnancy, became widespread in 
urban centres, and numerous instances of female infanticide in 
some regions were reported by the press. 


Maternal mortality in India is among the highest in the world, at 
more than 600 maternal deaths per 100,000 live births. 
(Comparable figures for countries in Western Europe are well 
below 10). One important reason for this is the lack of trainec 
attendance during birth. As recently as 1988, 66 per cent of 
rural women and 58 per cent of women overall did not have access 
to trained medical care during delivery. Only 15 per cent of 
rural women delivered in any kind of health facility at all.* 


Poor access to resources, compounded by repeated pregnancies anc 
inadequate health care, has given rise to very high reproductive 
morbidity rates in women. In a recent study in rura- 
Maharashtra, 92 per cent of 650 women examined medically sufferec 
from at least one gynecological disease, with an average of tw 
per women. : 


High fertility contributes significantly to high rates 0: 
maternal mortality and morbidity. The average number of liv 
children of women currently in the reproductive age group i 
still greater than four. Given that a significant proper 
of pregnancies do not end in a live birth, this means fay 


pregnancies or more per woman. 


Clearly, India's development model has failed to create socia 
conditions that favour fertility decline. There are at least a3 
million people who lead a hand-to-mouth existence, and whose on. 


ildren who survive 
in old wee! eee a LoKeeee with ten per 
: and a 
cent of babies born in rural areas dying in Reps a mph re 
d ing before the age of five. Women's a he ence 
iad ted access to resources and Bt of decisiou-makiaea 
: iety, women have no , pte 
- Iggpemlenmes gS pats lives. All these factors in comb eau 
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detriment of their health. 


hope of security “ 
Child survival rates ran 


The present economic crisis makes these hurdles move Loraine 
The increasing cost of food will directly a wacrgs den 
nutritional status and survival. Distress-led job jenig vanes) 
no social support for childcare, will compromise c 2 
status as well. In the face of increasing prices and insecur 

jobs, women will need additional hands to share the increasing 
economic burden. These and the worsening child survival 
prospects will constrain women from opting for fewer children. 


In these circumstances the justification for the government's 
past and current population policy needs to be questioned. 


Population Policy: Women as Culprits 


The Indian government adopted a policy of reducing the birth rate 
as its way of dealing with the economic crisis of 1966. This 
was, of course, hardly an adequate solution. What it did, 
however, was to transform the problem of high fertility - of 
which women and children were the victims - into the problem of 
“women having too many children' - of which women were the 


perpetrators. Today, the government is set on the same path to 
deal with the current crisis. 


During the 1966 crisis, there was external pressure on India, 
mamely from the World Ban , to step up efforts at fertility 
reduction as part of the agreement to overhaul India's then 
economic policies. Population was the second of eleven areas for 


order to hasten the pace of fertility reduction, the existing 
family planning programme was transformed in 1966 from one that 
Provided services to those who requested them, into population 
reduction programme with 'specific demographic goule.2* 


The target of reducing the crude birth rate from 39 to 32 per 
1000 by 1974 was set. This was translated into numbers of family 
planning acceptors' to be recruited by the programme. Family 


Planning services were integrated with maternal 
and child 
(MCH) services as part of the Primary Hea health 


facilities, MCH service Providers at the co 

mmunity level 
required to fulfill a Specified quota of family plansiue 
acceptors' Quotas were accompanied by an elaborate System of 


to adulthood. ~ 


It should b 
ape pag out that a dramatic increase in external aid 
ed programme followed, from USAID and other 


sources. USAID sent in a : 
planning training in US tp man advisory team, provided family 


for equipment and a. and gave loans and grants 


Duri a : ; 

Dee ee ity axe planning was declared a programme of the 

ilnwe aun iers he y and unrealistically high targets were set. 

ini} > neta Li a decline in crude birth rates from 39 to 25 per 

Sie ate Vitis 2.6, e BOxt. ten years. To achieve this, mass 

viet = nm “camps' were set up in make-shift facilities. 
edical personnel from referral hospitals contributed their 


services for a few days at a time, and hundreds of sterilizations 
per ~camp' were carried out each day. 


During this period, and particularly after 1975, service 
providers were threatened with punitive measures for non- 
fulfillment of targets. Teachers, local leaders and government 
employees working at the grassroots were all required to recruit 
women and men for sterilization. Not surprisingly, programme 
implementation included measures that blatantly violated 
individual rights and well-being. Not only women, but a large 
number of men were the victims of compulsory sterilization during 
the period of political emergency in 1975-77. Little wonder that 
from only 4.5 per cent of all couples in the reproductive age 
groups in 1966, contraceptive prevalence rates jqcreases to- 317 
per cent in 1975 and 24 per cent during 1975-77. The ensuing 
male protest against coercive mass vasectomies is believed to 
have brought down the ruling party in the 1977 elections. The 
programme virtually collapsed in 1977-78, and when it recovered, 
its focus shifted exclusively to women. Although new targets were 
set and the programme continued to be well-funded, it became low- 
key compared to the decade 1966-1976. 


Figures on sterilization reflect the rapid change in gender 
focus. Female sterilisations, which accounted for 46 per cent of 
all sterilisations in 1975-76, and fell to only 25 per cent in 
1976-77, rose to 80 per cent in 1977-78. Throughout the 1980s 
they accounted for about 85 per cent of all sterilisations, and 
in 1989-90, 91,8 per cent. 


The current renewed emphasis on population control, given part 
experience, suggests renewed external pressure, and recent 
happenings confirm this. For instance, despite cuts in most 
areas of public expenditure, including health, the government's 
budget for family planning has increased from Rs.3200 crores for 
the five-year period 1985-1990 to Rs.1000 crores for the one-year 
period 1992-93 alone. 


The UNFPA has increased its assistance from US$52 million for 
1985-90 to us$90 million for 1991-95 By1995, the population 
growth rate is ‘to be reduced from 2.1 percent to Mf percent, 
and the crude birth rate from 30.5 to 26.7 per 1000 population. 
The use of contraceptives is to be increased from 43.3 percent to 


53 percent. USAID has given financial assistance of USS$325 
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The opposing pulls exerted, on the one hand by the massive influx 
of funds for population reduction, and on the other by economic 
constraints on women's ability to opt for voluntary fertility 
control, is likely to set the programme on an aggressive path 


once again. 


Such a trend is already evident. In an attempt to drastically 
reduce birth rates, new contraceptives such as the contraceptive 
vaccine developed in India, whose efficacy and safety has not 
yet been adequately tested, are being considered for introduction 
into the programme. Others, such as the oral pill Mala, are 
being freely distributed by community level workers and sold over 
the counter. The information leaflet with this brand does not 
mention any contra-indications or possible adverse contra- 
indications or possible adverse effects; in fact it claims that 
there are none (Figure 1). Norplant, a subermal implant, is 
being introduced without adequate training for service provides 
or improvement of infrastructural facilities to ensure aseptic 
insertion and removal of the method. The prognosis for women 
gives cause for grave concern. 


Figure 1l 


Cn ce 
INFORMATION FOR MALA USERS 


~Mala' 
The low dose birth Control pills. 


Children's Welfare is parents' responsibility 

It is very effective to young and healthy women 
Pill use 1s necessary to have gap between children 
By stopping the use of pill one can have pregnancy. 


+e + * 


Instructions for use. 


1. Start taking ~Mala' from the fifth day of the Menstrual period 


(Counting lst day of bleeding as day No.1) Begin with the 
first pill marked “start'. 


2. Continue taking _ one pill a day along with direction of arrow 
mark at fixed time. Develop the habit of taking pills at a 


particular time of the day preferably either after dinner or 
before going to bed. 


After taking 21 pills one each for 21 days, take one orange 
pill a day for 7 days. 


3. You have regular menstruation while taking the orange pills, 
Don't discontinue even if you have the period. 


4. When the orange pills are exhausted, continue taking pills 
from a new packet as instructed above. Until you want to have 
a child/another child, maintain the practice. 

“Mala' is most popular, reversible and also simple method of 

effective contraception. It is used by over 65 million women in 

the world. 


~Mala' is associated with reduced incidence of iron deficiency 
anaemia due to menstrual blood loss, besides proving effective 
contraception and regular cycle of menses. 


Among other benefits that women obtain from MALA are: 


Protection against pelvic inflammation diseases, ectopic 
pregnancy, endometrial cancer or ovaries and benign breast 


diseases. 


English version of the Mala information leaflet in 15 languages, 
Eupharma Laboratories, Bombay, for the Ministry of Health & 


Family welfare, New Delh1.. 
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Women: access to fertility control 


dia's population reduction 
ees ea cee the impacto aes this questions. < 
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Deacareton prevalence among, yomen increased from 23 per cent 
in 1981 to 43 per cent in 1990.” "’ 


by women who do not 
However, the programme has been used mostly 

want any more children, who are at a zt qpatively low risk of 
pregnancy. This is clear from Table 1.™"’ 


As a result, fertility decline has not been commensurate with the 
increase in contraceptive prevalence. The total fertility rate 
was 4.5 in 1981, and 4.1 in 1989. Crude birth rates, targeted 
to fail to 21 by the year 2000 hovered around 30 per 1000 in 
1991. 


There is also evidence of considerable unmet need for family 
planning. A 1988 all-India survey found that 18 per cent of all 
couples, 24 million, wanted no more children but were not using 
any contraceptive method. 0 As far as the poor are concerned, 
little or no increase in contraceptive prevalence may have been 
achieved, as will be shown below. 


There are exceptions to the overall trend. The experience of 
Tamil Nadu in South India is instructive, as it defies the usual 
views on the imperatives for demographic transition. Tamil Nadu 
has had a rapid decline in fertility rates during the 1980s, from 
3.8 to 2.4 overall and from 4.1 to 2.6 in rural areas.+ Couple 
protection rates have doubled, from 28.2 per cent to 56.2 per 
cent. Tamil Nadu's infant mortality rate was 84 in 1988, as 
against only 28 for Kerala, whereas their fertility rates were 
Similar, 2.4 for Tamil Nadu and 2.2 for Kerala. At the same 
time, perinatal mortality rates and stillbirth rates, indicators 
of women's health during childbearing years, showed an increasing 
trend and remained above national averages. These rates are 56.2 
per 1000 births and 15.6 per 1000 births in Tamil Nadu, as 


peg 53.8 oy 10.4 for India as a whole. Moreover, morbidity 
Faces tor women are higher than most other st 
rates have remained stagnant 1. i 
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Age specific 
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Proportion among 


contraceptive 0.8 16.5 36.7 re Fo Ge he -3.0- 
users (1988) 


Whatever the reasons for the rapid decline of fertility in Tamil 
Nadu, it is hardly the success story it is made out to be. 
Fertility has indeed declined, but there has been a total failure 
to achieve better health and quality of life for women, men or 
children. We have yet to learn from the women concerned why they 
are having fewer children while women from other parts of the 
country, living under similar economic and social conditions, ere 
unable or unwilling to do so, 


Whatever their reasons, the situation in Tamil Nadu demolishes 
the assumption that the Indian population programme, in its 
present form, supports development at all. In fact, in its own 
terms, the programme has failed to achieve its own goals. It has 
failed to cause a significant decline in fertility in many parts 
of the country and failed to meet the family planning needs of a 
sizeable section of the population. This has happened precisely 
because it treats women as an incidental and manipulable variable 
among all the factors determining fertility, and high fertility 
itself as a significant problem only because it leads to a net 
increase in population. 


Imposed from above, under pressure from powerful funding sources 
to deliver the goods, and operating in sub-standard conditions of 
service provision, the programme has transformed women into 
uncooperative targets’. Coercion and high-handedness a 
endeminc, from the very top ZL. tue way down to the family 
planning worker, These programme characteristics have seriously 
helped to compromise women's health and well-being. 


The Family Plainng Programme and Women in Rural Poor Communities 


The following is an analysis of the limitations of the Ind-an 
Family Planning programmes, based mainly on research carried out 
by me with women from two poor communities, one rural and one 
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One serious limitation of the programme is that it has inter 
family planning services in a context of high capronae 
morbidity, without the back-up of comprehensive repro uc rae 
health care. This acts against the programme & interests >Y 
discouraging women from seeking contraceptive services. One in 
three women in the tamil Nadu study had an infection of the 


genital tract. Similarly Rani Bang et al found in rural 
Maharashtra that more than 46 per cent of women examined were 
suffering from an infection of the genital tract. She has seen 


firsthand that IUD insertions or sterilisation performed without 
treating thege problems aggravates them and causes women further 
suffering. If,on the other hand, doctors refer women for 
treatment elsewhere ant ask them to come back afterwards, many 
are unable to find the opportunity to return, and may find 
themselves burdened with an unwanted pregnancy. 


Pest-partum sterilisation of IUD insertion becomes impossible in 
Gases of complications in pregnancy and/or delivery, which was 
true for 40 per cent of women in the Tamil Nadu study. The 
Censequence may once again be an unwanted pregnancy. 


Pear of secondary infertility, which can result from infections 
of the genital tract in the absence of timely and effective 
treatment, dissuades women from spacing their births before they 
have had the desired number of children. High pregnancy loss 
rates, ten percent of the Tamil Nadu women's most recent 


pregnancies, reflect their poor health status and have a similar 
influence on birth spacing. 


Even without reproductive health problems, many women are in poor 
health, with chronic fatigue, backaches, hyperacidity, worm 
infestation and so on. They hesitate to adopt contraceptive 
technologies because the health risks are unknown to them. In 
fact, some of the Tamil Nadu women who had opted for 
sterilisation had been turned down. They were left to risk a 


future pregnancy because of their ; 
, anaemic conditi 
chronic health problems such as tuberculosis = 


Since 1966, the “integration' 
and child health (MCH) 
personnel away from wo 
encouraged the shift 


of family planning with 

: ' maternal 
servaces has diverted scarce resources and 
men's maternal health needs, and has also 


of responsibility for family planning 
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exclusi 

a. eee ie pratc Driven by the need to fulfill specific 

action for ot ay enning acceptors and threatened with punitive 

communit 1 1 ng to do 80, MCH service providers at the 
y +evel give top Priority to recruiting ~cases' for 


family planning Ant 
: : > enatal ca i 
immunisation in th re 18 reduced to tetanus toxoid 


. e best of circums e 
is unheard of. Cances, and post-partum care 


Further, since family , 
? Planning servic 
through MCH services, g es are made available only 


unmarried adolescents and other single 
women are denied access to contraceptive services. 


Training of service providers is inadequate. 

for less than one per cent of the family welfa 
consequences can range from higher than necessary failure rates 
in the use of women-controlled methods and in provider- 
controlled procedures such as sterilisation, to an inability to 
respond to client needs. It has been reported that service 


providers are often unable to remove the IUD when the thread had 
retreated or turned inward. 


Training aggounts 
re budget. The 


A study of family planning service providers at the community 
level in Uttar Pradesh showed that they had very limited 
information about contra-indications and adverse effects of 
various contraceptive methods. For instance, less that 9 percent 
mamed genital tract infections as a possible adverse effect of 
IUD insertion, and more than 80 peygent said that tubal ligation 
had no adverse effects whatsoever In rural Tamil Nadu, it was 
found that service providers knew nothing at all about new 


technologies such as Norplant and RU-486, which they may soon be 
expected to provide. 


Other aspects of quality of services also leave a lot to be 
desired. There are no check-ups or counselling before method 
introduction. This jeopardises the health of women contra- 
indicated for various methods. For instance, it is not advisable 
for women with a history of liver diseases to go on the pill. 
Hepatitis A infection is endemic in various parts of India, yet 
oral contraceptive pills are freely distributed. No check-ups 
are done for pregnancy, let alone genital tract infections, 
before starting a woman on a method such as the IUD. 


There is also practically no follow-up after method adoption, 
even in the case of sterilisation. Very often women have 
developed fever and puss formation in the wound, but did not know 
what to do about it. This is mainly because they have been 
discharged without any intructions regarding scales 
complications or post-operative hygiene, and because no ame 

‘personnel have visited them at home to check or dress ce are 

One of the most detrimental factors in service provision ~ =< 
been the limited choice of methods available. Women are ee 

to be mute recipients of whatever the programme makes available 
to them. What is available is decided on the basis of programme 
efficacy, not on women's needs or preferences. Those who ag no 
children can have the oral pill, those with one child may have 


who have two or more children are 
an IUD inserted, See en stants ientton Even the yo ea are 
given no choice ae. is limited, and has more to do w : 7 
IUD oF peers <see5 repared to fund than other Son me | 
oeotiison chee 3 characterised the programme since s 
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| 
inception. : 
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i annin rogramme has largely been a 
rn eects, the ee Pe eee incentive system is partl 
come Site for. Under the incentive system, performance ig 
ite ct according to the number of ~sterilisation a eee 
achieved. Sterilisations have the highest weight, IUDs a : 8 a 
second, and oral pills and condoms the least. ai cadet ‘ 
therefore be met and incentives availed of far more easily 
concentrating on sterilisations. 


This lack of choice was often cited by women in the Tamil Nadu 
study as a reason for their non-acceptance of Family Planning. 
Many of them did not want more children, but they were afraid of 
risking a non-reversible method after only two or three children, 
because of the high risk of child mortality. 


Limiting ~choice' to sterilisation also leaves out women for whom 
time constraints and lack of social support are major problems. 
Since sterilisation involves hospitalisation, women have to 
arrange for farm work, childcare and household tasks, including 
fetching of fuel and water, to be attended to in their absence. 
There would be no rest on their return, unless there was 
household help. And a companion is needed to accompany a woman to 
hospital and attend to her needs there. 


Despite the millions of rupees spent on information, education 
and communication (IEC), detailed information on the different 
contraceptive methods and their Pros and cons is still 
unavailable to the majority of women. What they get instead is a 


However, these were 


Less than 5 per cent knew of the 
IUD. Of 1307 married women coverd by the Survey, only one knew 


spc the pill. Even regading Sterilization, all that most women 
Si was that it was an operation that stopped them having 
c dren. Knowledge of adverse effects was based solely on the 


a . 
contra-indications. nd nothig was known regading 


Service providers do not take 
the contra-indication 
Possible side effects. 
poorer communities are 
informed decisions if they 


The same attitude governs 
their 
reported by women. Women are a oe = adverse effects 


Bs. ead pretexts unless they agree to pay as much as five 
= ted rupees, equivalent to more than a month's wages for many. 
ontrast, a traditional abortionist charges only ten rupees 


eee eathrce ot see ek and other private practioners charge 
unaer rupees for s 
discreetly. P ervices provided far more 


* 


ore together, all of these programme characteristics have made 
amily planning services the least credible and most distrusted 
of all the health services provided by the government. 

’ 


There are, in addition, 


other formidable constraints to fertility 
control. 


: There is tremendous social pressure against interfering 
with natural processes before minimum fertility goals have been 
achieved, which includes at least two sons. 


Husbands' 
disapproval of birth control, which is viewed as encouraging 
promiscuity, was mentioned by many women. Then there is the most 


difficult barrier of all to overcome, namely women's lack of 
decision-making power in a male-dominated society. 


In conclusion, if the family planning programme is to succeed in 
reducing fertility, it cannot continue to be imposed from above, 
as a means of reducing a population growth. It has to accompany 
the creation of societal conditions conducive to fertility 
reduction. And women's needs and self-denied interest must 
dictate programme priorities and strategies, rather than 
demographic projections and calculations. 


An alternative policy framework 


An alternative policy framework, that does not conflict with but 
supports women's interests and successfully deals with the 
country's economic problems, will treat the population problem as 
more than a problem of large size and unsustainable growth rates. 
A redefinition of the population problem, taking into account its 
many dimensions, is called for. 


While population growth is a problem in India, it cannot be 
pinned down as the only cause of the country's economic problems. 
No doubt, there are limits to agricultural growth, employment 


opportunities and exploitation of natural resources. Sustaining 
a growing population of more than 840 million is a formidable 
task. However, India's large size and relatively fast population 


growth are but two of the many dimensions of its “population 
problem'. 


Another is the mismatch between population and resources. The 
vast majority of people have little or no land, no access to or 
control over any productive resources, little education and few 
skills. A small minority control access to most resources. 


Then there is the problem of spatial distribution of population, 
with urban areas getting increasingly crowded with Migrants in 
search of work. Overcrowding, pollution, and the absence of 


ne 


nd tend to be dismissed when they 


hei n health roblems 4 ; : ae 
oe earvies nroviders with complaints following adopt 


er 
contraceptive method. One interviewee, who wished be: Sere oe 
TUD removed because of exsessive bie vase sy ay a 
su : loss anda sen ° 
‘ments to compensate for iron 
rae fitted with IUDs sufferd very badly frsa vee 
infections but did not recieve treatment despite approaching 


health facility for help. 


remains neglected. Many of the Tamil Nadu 
makes menstruation happen, and 
t that it was related to phasic 
se - even after they were married and had borne severa 
ep ag This lack of knowledge can precipitate unfounded fears 
about contraceptive methods, and unrelated health problems may be 
associated with them. For example, women feared that the IUD 
would enter the abdominal cavity and could cause serious health 
problems. Hyperpciditpy was zgnorted in the Tamil Nadu study as 
a side effect of sterilisation. 


Sex education also 
women knew nothing about what 


The system of target-setting and incentives has indirectively 
condoned unethical medical practices. Health facilites are known 
to have pressured women seeking abortion into accepting 
sterilisation. IUDs have been inserted and women sterlised after 
delivery without their knowledge. Information about possible 
adverse effects and check-ups for these are at times deliberately 
withheld in order to meets targets. 


Two of the women interviewed had been fitted with an IUD without 
their knowledge, following their first delivery ina referral 
hospital in Madras. They discovered this only a few months 
later, upon consulting a gynaecologist for problems with 
bleeding. Both had their IUDs removed. Today, despite having 
two and three children respectively, they are nervous about 
seeking family planning services. Women who do not want to adopt 
birth control are thus left with little option but to give birth 
or have an abortion outside a health facility. 


Unless women are guaranteed the freedom to refuse, change or stop 
using contraceptive methods, for their own reasons, they will be 


strongly discouraged from using them, i , , 
benefits. g , inspite of perceived 


Thus, a large number of women have an unmet ne 

planning. Unwanted pregnancies are a common ceatuiel’ add aDeee 
tion the only solution. Abortion is legal and supposedly avail- 
able free of cost at government health facilities, yet backstreet 
abortions are preferred and widespread. Why? 


There is usually a long waiting period which may extend beyond 
three months-of gestation. Second, it seems to be comiia 
practice, although not official policy, that for women with more 
than two children, health facilities insist on sterilisation as a 
condition for abortion. Further, in many health facilit: 

abortion is not free in practice. Women are denied stadt ps 


asic amenities have led 
; to a deteri 
rban life for the majority of Behe selcims in the quality of 


imbalan , 
ewer eesey hy gael in the population sex ratio. There are far 
an males-929 females per 1000 males - a 


henomenon linked to women' 
en's low st : 
nd the slow pace of its fl, abel especially: 48 £00 Ghee 


eet? ee andicators are still among the poorest in the 
7. a neg ii : iseases related to enviormental factors, euch 
hsp A Olera and tuberculosis, are major killers, High 

xr ity features as a serious health problem affecting women. 


A policy package that address the 


' "population problem" will 
therefore include redistribution of land and other means of 
production, and facilitate access to education and skill 
development for those who have so far been denied it. Suitable 


rural development polices that generate adequate employment and 
other facilities and deter urban migration will be implemented, 


along with measures to meet at least the minimum necessities of 
life for urban settlers.. 


Gender-conscious policy ,measures will be designed to designed to 
address various facets of women's low status such as low 
educational and skill levels, excess moratality in infancy and 
childhood,and poor health. High priorty will be accroded to 


improving the health of the population, backed by adequate 
resoures. 


Clearly none of these will violate women's interest. On the 
contrary, they will usher in real developent that ensures the 
well-being of the population and improves its quality of life. In 
doing so, they will also create social conditions conducive to 
fertility reduction. 


A component of this policy package Will ‘be a family planmaug 
progammed designed to meet women's and men's needs. In the 
presence of suitable conditions, fertility reduction will ensue, 
and population growth rates will slow down. 


The family planning programme will have the following features: 

* It will be part of an intergrated progamme of health care for 
women, provided as now by the public health services, free of 
cost. Areas such as trained attendance at childbirth and 
reduction ofmaternal and other reporductive morbidity and 


mortality willbe accorded top priority. 
i j j lone. However, male 
* Services will not be £or married women a1 
acceptance offamily planning will be an imprortant area (of 
concerted action. In this regard, the policy of offering family 
g services in MCH facilities must be broaden to include 


plannin ho are not married are also welcome 


sites where men andthose w 
and likely to attend. 


me's current 
from the program 
POA move wilt be nade ame Women will have the choice of 


nd ide 
* A commitment to improving quality of care will inform a gu 


ts of the programme: ie 
Set pat information on contraceptive methods will replace the 


ropoganda of the present programme and will be made mle 
to women through innovative pee pre i Locher oe bs 
* i thods, women 

selling' only the benefits of me WwW Pie hs 

imi s, particularly wi 
about their limitations and any grey areas, “i 
the extent of ris 
. Research would attempt to identify he 

a. with high levels of reproductive morbidity, infections, 
infectious diseases and poor health status. Guide lines for safe 
provision will reflect this increased awareness. 


b) Good quality services, including for abortion, will be 
avalible on demand. Councelling will be an intergral component of 
service provision. There will be no coercion whatsoever, 
implicit or explicit, or restriction of contraceptive method 
except for valid medical reasons. 


¢) All necessary medical check-ups will be carried out, without 
any attempts to cut service costs at the cost of women's health. 


d) Follow-up will be an essential and routine part of service 
provision, without waiting for women to present with complaints. 
Service providers will make house visits at at regular intervals, 
if only to assure women that they Will be taken care of. 


e) Women approaching service providers with method-related and 
other complaints will be taken seriously and given promt and 
adequate medical attention. Should they wish to stop using a 
method or change to another, their wishes will be compiled with, 


due respect for their ability to decide what they can and cannot 
cope with. 


budget, because the current budget is already huge. They will 

! in how expenditure is 
allocated and in implementation Strategies. For example, 
imcentive payments for “acceptors' and “motivators'! alone 


d political will to change 


lg progamme an 
Retraining and reorientation ¥ S atn Beeple's. trian. 


carget approach, rewarding sensiti 
would be a good Starting point. 


estments now being made as, well as 


effectively Channe 
information <a Sern 27° towards +Mproving the quality of 


Conclusion 


It will be argued that Ir 
long-term interventions 
all the evidence Since 19 
Population growth in itself has no 
Problems, and has Probably even 
including in Tamil Nadu, 


rinsically 
good, a goal to be pursued for its own sake, no matter what the 
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ncies to term. 


disability, or danger of 
ity. For example, sexual 
BTV /arpe. , Sexually transmitted diseases and 


3. Right to protec 


4. Right to safe and legal abortion. 


5S. Right to full and accurate information on the benefits and 


risks involved in use of drugs, devices and technologies for 
regulation and control of fertility. 


6. Right to receive and d 
reproduction. 


7. Prohibition of discriminatory laws and Practices that seek to 
control sexuality and sexual preferences. 


isseminate information on sexuality and 


8. Right to individual women to make a choice of contraceptive 
methods/tecnologies. 


9. Right to quality health services with special emphasis to 
meeting the reproductive health needs of women. 


10. Prohibition against restricting the civil and political 
rights of citizens for the purpose of implementing population 
regulation policies and programmes. 


Pp 
OLITICS or POPULATION AND DEVELOPMENT 


The Draft i : 
National Population Policy, while it continuously 
. 1s virtually silent on the 


ation of pov ; ; 
women's status within aeeeerey In India, on the problems of 


amily, the domination and violence 


STS ne ee ee) 


The debate on what has come to be characterised (unfortunately) 
as the population Problem'in this country has now taken two 
distinct lines depending on the ideological proclivities of the 
debators. The Draft National Population Policy and its 
supporters have posed the problem of an unimpeded population 
growth in terms of its implications for growth is the chief 
obstacle to development and that it comes in the way of ensuring 
a better standard of living and better health care for the people 
of this country. It assumes that the land-people ratio and the 
optimum carrying capacity of our planet ought to be discussed in 
the context of ever growing numbers of the poor. 1 | 


The critics of the Draft National Population Policy, particularly 
most of the women's groups, reject the above understanding of our 
current situation. It seems to us that the attention given to 
population growth as a major cause of India's economic problem 
has ignored the extent to which India's development model adopted 
Since independence is responsible for its severe economic crisis. 
This model can be characterised as growth with inequality. While 
the report lays great stress on north-south inequality, it is 
reluctant to address the problem of growing economic disparity 
within the country and the long term ill effects of the new and 
evolving economic policy which is certainly not pro-poor, pro- 
environment or pro-women. It is also important to recognise that 
the "ever teeming millions" pose a problem not in terms of their 
numbers but because they constitute an expanding consitutency of 
the poor, the malnourished, the diseased and the deprived. 
Unless the deprivations of these evergrowing millions are 
addressed in terms of a better quality of life for them, concerns 
‘11 remain a malthusian horror. In this 
about population growth wi f vee aera 
context it is worth reproducing the statement ma Ya 
around the world at the PrepCom II (reproduced in bLega 


Perspectives, Document File No.31, Chengalpat tu) : 


issue cannot be considered in isolation, but 

d wastage as a 

ed to the issue of resource use an 

a Petes th, with 20 per cent of the world's population, 
eee to 80 per cent of global resources and is responsible for 
uses up Bigs of pollution that causes the Greenhouse eee ee 
= pl The north with one billion people consumes 16 units o 
os . 


The population 


GNP is 16 times more 
northern per capita 
— south with 4 billion people consume only 


; ° to sac 
hus, the important equation is 
es live in the South" but that 


global resources 


than the south's). 
4 units of global resources. 


5 people 
that "4 out of every : 
"4 eas every 5 units of resources consumed are consumed in th 


i h went to zero in the south, 
« Even if population growt 
po pie per cent of the environment problem would be solved 


because the north (and the southern elite 
up 80 per cent of the global resources. 


India's developmen i : 
economic conditions that favour ter Be 
unequal land distribution patterns uneven industrial growth, 


growing unemployment and under employment, in short the 
structural inequality that underpins our economic system and the 
social inequality that marks our society are factors that have 
made for a high fertility rate. The report does not take 
cognisance of these factors and does not seem to think they are 
important in evolving holistic solutions to development and 
fertility control. It is tragic that the authors of the Draft 
National Policy should fail to explicitly integrate population 
into economic and development strategies; it is worse when they 
ridicule those calling for such integration by passing remarks 
such as the following: "There is often a widespread urge to 
"integrate" population policies with development policies, often 
with an implied presumption that the success of the former i8 
inextricably linked with the success of the latter. In recént 
years the concept of integration has acquired a certain amount of 
halo Or sanctity, similar to motherhood" (Pravin Visaris, 
Population Policy for India 1990s and Beyond', 7th KS Sanjivi 
Endowment Lecture, August 15, 1994). 


tility decline. Skewed and 


While the report refers continually to a holistic and 
Phe (cela approach to health, this approach does not go 
eyond conventional maternal and child health care. While it 
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_ Further the current renewed 
given past experiences, suggests 
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including health, the government! 
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ion for 1991-95. By 1995, the population growth rate 
© 1.76 per cent, and the 
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The report refers continuously to the empowerment of women. 
is this empowerment to be brought about? M , 
ate ab . : uch noise has been 
out the doing away with targets While the ab i 
practice of setting t Pe ominable 
>a¢ g targets for the administration of particular 
fertility control measures certainly needs to be done away with 
there is need to lay down quantitative goals particularly in 
three areas that are mutually supporting and of critical 
importance to the achievement of other important population and 
development objectives. These areas are: education, especially 
for girls; infant, child and maternal mortality reduction; and 
the provision of universal access to family planning and 
reproductive health services. The authors of the Draft could 
have displayed their political commitment to the empowerment of 
women by, for example, accepting the goals set by the World 
Summit for children, held in 1990, namely, a reduction in infant 
and under-5 child mortality rates by one-third, or to 50 and 70 
per 1,000 live births, respectively, whichever is less. We do 
not need to labour the point that "child survival is closely 
linked to the timing, spacing and number of births and the 
reproductive health of mothers. Early, late, numerous and 
closely spaced pregnancies are major contributors to high infant 
and child mortality remains high, couples often have more 
children than they otherwise would to ensure that a desired 
number survive." (1) 


How 


The report is virtually silent on the growing feminisation of 
poverty in India. Its reference to gender equity and to free and 
informed choice for women merely reflect the report's uncritical 
an deliberate assimilation of the vocabulary of women's groups 
and women activists. Apart from stating that the new policy will 
work to check the shifting of the burden of family planning onto 
women and aim to foster a "culture of joint responsibility of =e 
couple", the report no where alludes to the problem of women ' 5 
status as such in the family, the dynamics or control, sn) ag PR 
and violence against women which characterise the working of t : 
family and the lack of access to an independent income, that mos 
women suffer. The report is also silent on the use Of Caer. « 
and consent, of economic power, and cultural authority within = 
family to secure and perpetuate the subordination of irs ee 
is clear that unless a working model of the various bgt ei 
families and their dynamics 15 posited) met-ons ° oa ats 
responsibility’ cannot simply be realised se lag ays. 
policies and programmes be sufficiently sensitive to 


and rights of women and children. 
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various states, have been examined, a Tinea aan 
political observers, scientists and othe 


ial viability and the 
been raised about the finance 
rage - «yey the and political powers of even amended oe ape faite 
= a eastios have been carried out on existing panc i et 
pet oy ae in particular states. But the report has no a 


into account these debates and seems to be unduly euphoric about 


the possibilities of panchayati raj institutions. eg sea hae 
the report taken into consideration factors such as caste an 


economic status that are bound to influence the site Ses ag oa 
panchayats. The report is also not clear as to the exact a 
ages that ought to obtain between panchayati and nagarpalika 
institutions, state governments and the proposed new commission. 


The report is equally silent on the impact of the new economic 


policy-with its centralising tendencies, particularly in terms of 
transfer of resources to the states-on the proposed process of 
decentralisation. It is clear that unless the possibilities of a 
decentralised mode of working are considered in the context of 
the changes wrought by the new economic policy, decentralisation 
will remain merely a formal (and fashionable) proposition than a 


substantive one. The report contradicts its own attempts to 


privilege panchayati raj by announcing that ultimate 


rest with a centrally constituted committee, namely, the 
Population and Social Development Committee (PSDC). Not only 
has the report not drawn out any broad, concrete guidelines as to 


be heard, heeded and made part of the decision-making team at 


xe sae details contained in the report are truly shocking: (a) 
port envisages measures such as consideration of age of 


Marriage, adoption of small f , 
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matters of recruitment to an notion fe rane nee te 
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if they have mothered only 
produce a son will work on 


It is di 
foe eeee tt to awderstand how the report with its ostensibly 
9 ga ying 2 : endorse the freezing of the number of 
in the parliament and legislatures. Not only is this 
patently undemocratic but it grants a lie to the report's 
imsistence on ‘“participatory' politics. The use of the term 
political commitment' to describe the motivating factor behind 
the apparent success of the above mentioned and clearly primitive 
measures in Haryana and Rajasthan is ironic. The representatives 
of the Indian state need no special commitment to discipline and 
punish since these constitute tacit but unacknowledged premises 
of their working ethos. If the authors of the report had 
stressed'on the importance of displaying political (and not 
merely administrative) will in matters such as ensuring that 
every child goes to school, that no child or adult labours in 
inhuman conditions, that women are not unfairly and routinely 
discriminated against, their intentions would have been laudable. 


(b) The suggestion that military and paramilitary forces be used 
in promoting population control options is truly deplorable. In 
another context, Ashish Bose (a member of the present drafting 
committee) while lauding Tamil Nadu's ~successful' demographic 
transition, referred incidentally to the Indonesian experience 
and concluded thus: "Thus main reason for the success of 
Indonesia model is the excellent military-style logistics in 
running the programme. In India we have an overdose of 
democracy". (~TN's Successful Demographic Transition', Financial 
Express, January 4, 1994). What Bose did not reveal was how the 
military abused human rights in implementing family planning 
programmes in Indonesia. To quote Zeidenstein, who headed the 
Population Council for a number of years and who in an essay 
describes the Indonesian family planning programme thus: 
"Norplant has been administered in part by means of safaris' — 
operations in which family planning personnel, accompanied by 
soldiers, enter a village, gather the populace together, and 
expound upon the advantages of family planning often ampere 
implied threat that the village will be punished if aes y 
planning methods are not adopted. These safaris ave 


j layed an important part in Indonesia's family 
Beene curamas, typically resulting in village women's mass 
acceptance of contraception —— often of the one seh inbabe bee 
promoted at that particular moment by the Nl igleamnt 65 (quoted oY 
T.N.Krishnan, “Population policies: Some Issues , book pier in 
Economic and Political Weekly, August 6, 1994, Pp 2076). i . yi 
are all for efficient and accountable procedures, being evo be 

d implemented, we urge Ashish Bose and Co., to concretely 
Gast eate how abuse of human rights such as the above will be 


dealt with and prevented in India. 
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the report's comment on 
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callous and contemptuous manner in which sean. an Indian 
rticularly, women. For eg-, 

og” el G.P. Talwar with support from the 
vaccine, developed by G.-° - d the Indian government, 
population council, the Canadian IDRC an foc. by nae 
has been tested on only 180 women, it is being bi “on Y 
family planning association of India as "safe, devoid ° bri! 
side-effects and completely reversible". Even the scientific 
community knows that such assertions are patently reiee — for 
instance, many questions still remain about the vaccine's long- 
term impact on the immune system and menstrual cycle. There is 
also documentary footage of women being denied information about 
the vaccine in clinical trials. Nevertheless, the Indian vaccine 
is being prepared for large-scale use" (quoted in Medico Friend 


Circle Bulletin, May-October, 1993, p 10). 


(Cc) We are pained at the ya ee 
n'‘s health as eviden 
— Given the adverse 


s body of exist 


comment tha 
documentation of t 
institutes such as 
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The problem instead is being posed as one of informed choice. 
However such a choice ought to be made in a context where 
mechanisms exist to ensure that women (and men) in search of 
contraceptives do not end up choosing drugs and implants that are 
positively harmful. Given the fact that women's groups have 
considerably campaigned against the use of injectable 
contraceptives that are likely to cause unknown immunological 
disorders, surely the report should have recommended that the 
state take a clear stand on banning the production and marketing 
of these contraceptives? A policy that attempts to give 
en right to choose contraceptives and plan their 

y wit out providing an enabling environment that would 
render the choice to be automatically’ safe' and “risk-free! 
cannot, for obvious reasons, go very far. 


a the ee ple 9 discussion that representatives of women's 
groups had with M.S. Swaminathan and T.V.Anthony (the latter is 


listed above would not b 
e heard : 
instance, in his response to thenc, “aa Byes prada 


matters. He refused to grant that the 
consider population policy in the conte 
development. Arguing that the report 
furnish an economic essa 
criticism that it lacked a 
cogent per i 
aitsee perspective on t 
re face that GN veccen naa Likewise,, he Pr em 
aad avoided talkin 
G about the new 


legic of north-s 

in the report. Aronieg oonomic relationship that already exists 
eanetElencd fe:.0 gy o- one has to take the Prime Minister's 
Prime Minister explai sn in his independence day speech the 


; 
His responses on other points of criticism were, to say the 


least, i -174 
diefering and alternate poisce cere Reg teen nariously 
or view. At one point, though, he 
Ne pees to admit that there could be different points of view 
e referred to (mysterious) internal discussion papers that 
recorded the commission's debates. However, one is forced to 
doubt the existence of these papers, since this was the first 
time they had been referred to by the authors of the draft; 
besides, precious little evidence of that ostensibly nu nuanced 
inner debate was reflected in the policy statement itself. 


This brings us to the entirely different problem of the way such 
commissions function. It seems unfair to release the policy for 
discussion and then when criticisms are made, revert to 
unspecified arguments that are recorded in reports one is yet to 
see. Also to maintain as Swaminathan and Anthony did, that 
criticisms have to be forwarded to the health ministry since the 
commission is officially disbanded, not only betrays a poor sense 
ef responsibility and accountability but also a certain 
unmistakable arrogance and disrespect for criticism and debate. 
It would be pertinent to record in this context the different 
strategies adopted by such commissions to confuse and confound 


various sections of the population. One strategy consists in 
involving affected groups at various levels oulenuibly to open up 
a dialogue. However, as women's groups particularly have 


realised, the main purpose of such dialogue sessions is basically 
to "divine (women's) arguments, appropriate their language and 
finally exhaust them". Another strategy is to challenge, in this 
case the women's groups, to produce an alternative document. Our 
poser to this criticism (the latter) is very simple: without a 
similar mandate, without similar facilities enjoyed by the 
Swaminathan committee by virtue of this official mandate, the 
women's groups are not prepared to fall into this neatly laid out 
trap in the form of a counter criticism. Further and more 
important it is not as though alternative proposals do . 20u 
exists. Tf only the commission had looked around it would meee 
spotted any number of well-argued out, informed documents ea 
national and international, which have discussed the issue 0 
population in a holistic, more humane framework. 
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Note 


rt of this not by V.Geeta and Padmini 


[A substantive pa 
ons made at two meetings 


Swaminathan is based on presentati 
(August 6, 1994 and August 29, 1994) held at Madras to discuss 


the Draft National Population Policy. While acknowledging in 
particular the contributions made by the principal discussants, 
namely, K. Nagaraj, Manabi Majumdar, V.R. Muraleedharan and 
Mythili Sivaraman, the authors would like to thank all the 
participants at both the meetings. Responsibility for the above 
interpretation of the discussions however rests solely with the 


authors.) 
= For comprehensive details see the Draft Programme of Action 
of the International Conference on Population and Development 


Note approved by the Preparator i 
y Committee for the Int 
Conference on Population and Development, 13th May vega, aia 
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SECTION III 


EXPERT GROUP ON POPULATION POLICY 
s GOVERNMENT OF INDIA 
raft of Section 9 from Chapter 2 
New directions contribution by Devaki Jain 
ISST 19.2.1994 

a) Development ethos and directions 
quality and pattern of economic growth 
focus on the girl child and women's perspective 


d) goal and mission statement 


a) Development Ethos 


; Mahatma Gandhi's barometer of measure for testing the 
justice, the validity, the relevance, the effectiveness and value 
of any programme, was to see, assess it affect Daridranayarayan - 


(Poor man seen as god). Amongst poor people, women tend to be at 
the bottom of the pile - so I have renamed it Daridranarayani 
(female suffix). His argument was that if a programme, or policy 


or act can in some measure reduce the pressure on the last 
~woman', namely the poorest person, it would automatically affect 
positively all those above this last “woman'. In other words, it 
was a belief in what could be called the "bubbling up theory" of 
growth as different form a "trickle down theory". By attacking 
the poverty of the last ~woman', we would be attacking the very 
basis of all the evils. By providing relief to this person; we 
would be illuminating our paths in the right direction. 


Population policy has to stake a claim for investment in 
social and economic security services for poor people as the key 
to reach the goal of peoples' well being, balancing people with 
resources. 


In order to mutually re-inforce the provision of a basic 
needs flow, the macro economic policy would need to also focus on 
stimulating paths of growth in Agriculture and Industry which are 
sensitive to land, water and power Use. 


b) Quality and Pattern of Economic Growth 


It is increasingly being recognized that the growth of 
domestic out put, and the increase in the earnings of foreign 
exchange by themselves do not usher in the element of 
sustainability,’ - either of the resources of the planet earth, or 
of the social and economic stability of the nation. very often 
growth paths of a certain kind not only usher in envi roe 
devastation either through over use of a resource OF through the 
generation of pollution, but also usher in civic breakdown, 


social conflict, internal instability, due to the imbalance they 


ten not able to 
Further they are of : 
in opportune*y* - ppabinep pe 2 are too fragile and 


ay de our control. 


endent on markets outsi 


sted here that the growth path and export 
be derived out of a basic political premise 
of the nation is to remove people from 


. isi rocess of constructing 

deprivation. Provision of an P: , 
spleen me ee society. The constraints of making such a 
2 Je © ion of peoples' interest. There are endless 


ilizatl 
ae! pee India of local initiative including financial 


contribution. 


Hence it is sugge 
earnings path have to 
namely that the first task 


Decentralization, the PRIs may provide the instrumentality to 
achieve this goal. However, it will materialize only if the 
spirit of the 73 amendment is maintained - which means more money 
and powers to be elected representatives especially women to 
design and decide the ground level projects and schemes. This is 


not happening in most states. In most states the chief 
executives and planners at the district levels are still the 
civil servants - the funds are still the old schemes. The 


representative bodies are merely one more non official outpost 
for the govt. This must be stopped. 


Population policy statement must insist that for the country 
to have a sustainable stabilization of the pop growth rate it 
must take serious note of and interest in the detail of the PRI 
system. 


It is not development, nor growth by itself, but it is the 
content and the method - also content in the sense of investment 
in basic social amentities, institutions which means both the 
organization and the political culture which gives access to 
these facilities - DJ Kerala from Jap Paper Thus it is the 


content and method of development, the focus and sensitivity that 
needs highlighted. 


Teday in the population debate when political will is 
postulated as a necessary condition, it is translated to mean 
either that politicians should also harangue people to limit 
their families, or that membership to legislative councils should 
be given as a reward to those politicians who have few or no 
children and so on, or that reward and punishment to local 


elected bodies should be linked to achi ; 
family planning. chievement of targets in 
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and then build their Capabi 
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decision making, and thus t 


le Cae’ income, - it could be a form 
could be a strengthening of exiatin 

labour use Pockets but with the eeodtarbes Paieved (SEWA.) : 
help Organization. This floor is not to 
mic zone alone, but must include health 
] translated to universal primary education, and 
universal Primary health care. It should also include basic 


SeveC amenities like water, energy, sanitation - a blend of 
economic and social services. 


However, the management of the provision of this floor has to 
be through local self government - as then both the diversity of 
India, the participation of local communities, especially the 
voices of the unheard in decision making, the accountability 
required for monitoring and redressal is assured. 


The State should provide the services of economic and social 
security to the poor but for it to reach the poor this service 
has to be accompanied by social dynamism - namely the commitment 
and participation of civic society:- namely political parties, 
voluntary organizations, the elected bodies and professional 
institutions. Because to provide a service to the poor is one 
thing, but for it to reach them is quite another. 


The usual question that will emerge when such a big 
commitment is put on the national exchequer is lack of resources. 
In fact the Expert Group, should know that in the Icpp (Cairo, 
UNFPA) document, the G-7 countries have objected to the use of 
the term "poverty eradication" (they prefer "poverty 
alleviation") because they say "eradication" is too Soectly. 
Remove the poor by population control - we have no money to 
remove poverty, - is the message from the North, as Malthus 
stalks the chapters and the propaganda. This political position 
has been translated to the media with such force that even we in 
the South have swallowed it. 


But is this the case? Can India not afford such a policy? 
Basically Political will to us mean political choices - and the 
question is not one of raising resources, but of allocation of 


eee eee 


used. 


c) Women's Perspective 


Women would say, people, the quality of their life, has to be 
the central concern of a population policy. 


or example of India, they would perf i sso 
ble population policy has to res Bom 
rty and within it poor women, : 
life situation, their deprivations an 
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‘lies, that therefore the poor espec 
peel through reward and punishment, and scares like the 
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ent cantie is a happy family and that money can buy or more 


aptly dry reproductive capacity. 


They would say then that political will or attention to 
population then should be translated as a will to redres3 the 
deprivation.of the poor, to provide them with social and ecoaomic 
security as basic services, and then build their capability to 


avail of these entitlements. 


It can then be suggested that for the poor to fulfill their 
own desire to achieve a sense of well being, in which for. women 
few child births is a strong desire, there has to be a situation 
where they are offered social entitlements to basic health 
services, which of course includes food, may be even livelihood, 
and then their capacity built to avail of these entitlements, 
namely through education, information - but not only that but 
through providing the institutional mechanisms that share power, 
which offer space for groups like women to participate in 
decision making, and thus to exercise power. 


Women are interested in the detail. If nutrition is required 
as a basic pre-condition of health, then they have advice on land 
use; they draw attention to the role of commodity prices and 
international trade agreement elements which may shift this use 
to less food oriented uses or raise costs. They have similar 
interest in water use - which in turn leads to views on 


production technologies, on power generating te 
’ ch 
irrigation systems and so on. ws g nologies, 


When women recommend education fo 
r 
piped water and gas to be introduc ecg 
gli pom pg has to be fetched from ponds and rivers and 
2 - way queue lined taps, as lo 

brought from far awa ey is aber 8 

y woods or collected from the b i 
cannot go to school - and now with f eeat Canine 

; the break down of self co 

oo al tt a every where there is the threat: of ee 
gainst even little girls as they walk to school across 


fields. So to reach low f i1j 
from violence, ertility rates they start with security 


they recommend 
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People and of both sexes, to level up their 
They recommend that the department 


changed to a one line, one window 
and gender. 


Women all over the world are emphasizing participation in 
decision making and leadership. Poor rural women identify 
capability to make decisions as key to their advancement, and of 
course key to making informed reproductive choice. 


But decision making to them does not emerge from literacy or 
income, but from a sense of balance in power or what can be 
called equality between themselves and their men. Taking us back 
to the old concept of equality between men and women not at the 


macro statistical level but at the household and community level 
- a very different kettle of fis. 


Women's groups construct a whole national policy on 
population and strategies thereof from the seed or root of 
decision making, which is now possible in India due to the 73rd 
Amendment to our constitution which reserves 33-1/2% seats for 
women in Local Self Government. (See note). 


When there is a plea of "no funds"/resource crunch, they 
recommend choice between groups in education, e.g., universal 
elementary education before higher education. They say teach us 
about our bodies and give us information, we will choose the 
contraceptive. 


Literature is full of case studies of women's capabilities in 
innovative institutional endeavors and also in resistance to 
threats to life and livelihood. Most of these endeavors indicate 
choice of issue and method of leadership, challenge the theories 
of economic growth and social change. 


The choice is usually supportive of conversation - whether of 
matural resources or other forms of resource. 


The method is usually one of collective action and 
consultative process. 


a) Goal and Mission Statement 


The population policy has to shed many myths and prejudices 
such as that ignorance and superstition are responsible for large 
families, that therefore the poor especially women have to be 
imotivated" through regard and punishment, and scares like the 
Malthusian argument or the population bomb; or its reverse - that 
a small family is a happy family and that money can buy or more 


aptly dry reproductive capacity. 


dge and believe tnat the poor and 


The policy has to acknowle - determine im nue 


within them women want to have the power 


of children they have- 


the f 
ae eee an ee - and even more aware of the fact that 
cepti 
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There is also enough survey research to show that even, 45 ae 
most remote areas of India and even amongst the pie ee —o 
populations, such as the tribal people living in san om 
consciousness of modern methods is there, however a eer 
disdained or feared. In fact the electoral results atter < 
show that it was in the backward, so called ignorant areas, that 
this message caused political rejection - not aS we would like to 
believe because the poor were ignorant of the knife and its 
value, not because of superstition that loss of fertility is loss 
of life, but because in fact operations turned out to be killers 
and also because there was enforcement associated with loss of 
ones rights, or put the other way, with terror. 


Further, social research is revealing a less comfortable but 
similar evidence/results, namely, that these "less visible, less 
exposed people" are losing their own traditional as methods of 
restraining the size of their families: traditional forms of 
birth control especially spacing not only herbal medicine but 
associated with custom and ritual, and most of of all equality in 
decision making power between men and women which is the hallmark 
of tribal and other small communities in India. 


Once this postulate is change - namely the analysis move from 
one of dealing with "ignorant, backward superstitious" people to 
one of dealing with people who are dealing with their life 


situation as rationally as they can in their circumstances, the 
approach would change. 


eae second is that single prong interventions can transform 
ality patterns - namely moving statistical analysis into 


home, (or wh ica 
Gueassone). w nts can be called family decision or couple 
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b) other elements combine with literacy. 
Hence one cannot stretch to 
or translate them too simplistic 
thrusts into women alone. 
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NARRATIVE REPORT OF PLENARY PROCEEDINGS 
eee ND 


LS cs 
Introduction: Reproductive Health Care 
ee CUUCUVG Heal 


: Aare a I St a a 
The meeting started with a brief introducti 


( Na On seeking to clarify the working definition of ‘reproductive health’ 
and to present the major Objectives and agenda of the meeting. 


The central objective of reproductive health programming is to enable women to 
regulate their own fertility effectively by conceiving when desired, termin 
carrying wanted pregnancies to term 


* remain tree of disease, disability, or danger of death due to sexuality and reproduction 
* bear and raise healthy children 


ating unwanted pregnancies, and by 


To achieve the above objectives, a reproductive health care programme would have to be comprehensive, 
providing 


- education on sexuality and hygiene 

- education, screening and treatment for reproductive tract infections and gynaecological problems resulting 

from sexuality, age, multiple births and birth trauma 

- counselling about sexuality, contraception, abortion, infertility, infection and disease 

- infertility prevention and treatment 

- choice among contraceptive methods, with systematic attention to contraceptive safety 

- Safe menstrual regulation and abortion for contraceptive failure or non-use 

- prenatal care, supervised delivery and post-partum care (Germain and Ordway 1989) 

To be effective, reproductive health programmes need to be sensitive to socioeconomic as well as gender 
dimensions of health problems. We need more than medical interventions to deal with them. Further, they have to 
be concerned with reproductive health problems arising throughout women’s life cycle, from puberty through 
menopause and after. Reproductive health problems have to be understood within the context of women's general 
health and well-being, since they are interconnected. Clearly, women cannot have a good reproductive health 
status, unless they enjoy good overall health status as well. . : 

Reproductive health is a vast subject area, but for the purpose of tha present meeting, six main themes had 
been identified. 

These were: 

Maternal Health 

Abortion 

Reproductive Tract Infections 

AIDS and HIV 


Contraception : 
the plenary by a team of two or three 
ction, each of these topics was introduced in : e 
ee sac oe was based on their experiences, and focused on medico-soclal aspects of the issue 
seep og a critique of existing policy. The participants then discussed the same topics in small working groups, 
as we 


to formulate policy and programme recommendations. 


MATERNAL MORTALITY AND MORBIDITY 
das the death of women during pregnancy, delivery or within 42 days post partum, 


ated ov regnancy and delivery. The maternal 
trom causes related to these, of {rom cond dlls UG camanl Ae 500 per 100,000 live births. Every 
mortality rate (MMR) in India is extremely A die due to causes related to pregnancy and 
1.00.000 women in the reproductive age group dle Ney 
eee TOO te d due to direct obstetric causes and 25 percent due to indirect 
eighteen econ wept ‘Volencd, injures etc. Maternal morbidity owing to complications of 
ee chtg = mt ane are stated to be 15 to 16 times higher than maternal deaths. 

There is a tendency to view maternal health in isolation of other women’s porrplets keg se Sr 

| eerpeslereres nataineageh ~ hepa oh aacamapsbpur sin Ps: through 
iscriminati s women's hea cn 
agp re olen a related to pregnancy and childbirth are related to this, is often overlooked. 

Even within such a narrow approach, there is much more that needs to be done in the area of maternal health 
care Even today, the vast majority of detive-ies take place without trained attendance, and there is no post parturn 
care to speak of. The clubbing together of 1 iaternal health care and family planning programme, has been 
responsible for its neglect, given the preoc upation of both planners and service providers, with population 
contiol. Women, due to their low social sta:us, and lack of awareness and self esteem, and lack of decision making 
power, are not able to utilise even the limite.) services available. In India, social and cultural factors play a major 
role in the high maternal mortality and moriidity. 

The subject “Maternal Mortality and Morbidity” was introduced in the plenary by three resource persons. 
These provided a critique of Maternal Health policy and experiences related to maternal health with special 
emphasis on social and cultural aspects. . 

Or. Dilip Maviankar, Assistant Professor, Public System Group, Indian Institute of Management, Anmedabad, 
presented an analysis of the policy and programmes for Maternal! Mortality and Morbidity and concerns related to 
it. 


Maternal mortality is define 


In his review of the Maternal and Child Health (MCH) policy in India he briefly touched on a history of policies. 
The Bhore committee (1946) specially focused on Maternal health care. From 1970s onwards the programme was 
linked with the Family Planning programme. He highlighted the fact that health policy document of 1983 includes 
only One paragraph on MCH, and that too, in relation to high birth rate and high infant mortality rate. The policy 
recommended a comprehensive programme for ante natal, intra natal and post natal care and continuation of the 
TBA training. It emphasised the need for maternal health services to reach the door step, with home deliveries 
being conducted by trained birth attendants, and timely referral of complications. More recently, MCH has been 
integrated into Child Survival and Safe Mottierhood Progamme (CSSM) consisting of 11 components out of which 
6 cater to mothers. One of the neglected aspect is that of referral of complicated cases. 


} Critiquing the programme, he said that while it has set itself ambitious goals, it does not have the 
infrastructural facilities to achieve it. The existing supply and maintenance of the facilities and the services was 
found to be weak and erratic. There is a large proportion of vacancies for personne! positions, and low motivation 
and lack of accountability characterises staff performance. Staff training programmes are uSually one time efforts 
without ensuring timely follow up and emphasis on the theoretical aspects. 

In addition, political interference leads to further delay in administrative procedures which accompanies poor 
management practices resulting in ineffective implementation of the programme at the village level. The monitoring 
of the programme ts target based giving less importance to the quality of the programme 

The ‘ ‘lo..ing were listed as the reasons for the low coverage and high maternal mortality and morbidity: 

* Lack of awareness m the community regarding the services available. 


* The community fails to perceive the benefit of preventive services. 
* Services are not available, accessible or acceptable 


* Poor quality of the services 


* Low value accorded to women’s health in the society 


* Politi ini 
Olitically, administratively and even amonc; the women’s groups maternal health is accorded low priority 
Programmes are insensitive to women's ne 


, 2d for privacy and empathy, especially as related to delivery care. 
Or. Vinaya Pendse. Gynaecologist and 0} 


| ‘stetrician from a Udaipur hospital, presented an analysis of 929 

ee ecnen a deliveries sonducted in the Udaipur hospital over the period of 1971-1993. This 
a Maternal mortality rate of 835 pe. 100,000 live births, a very high rate by all standards of fi 

Though hospital statistics do not reflect gene .a | di : due to fen 


| mortality of a community (as it is bound to be higher due to high 
reterral rate of high risk pregnancy cases anv complicated c : 


ases), it dovs help in planning strategies for 
improvement of maternal health programme the : “ 


While analysing the reasons of high maternal mortality (MMR) she 
population lives in rural areas, where 85% deliveries are conducted at lisme, out of which only 33% are attended 
by trained personnel. In such a situation, childbirth complications are m ore likely to remain neglected and 


unattended. in rural areas where the MMR is high, the community also !aces the additional problem of poor 
transport facilities, ignorance, illiteracy, lack of awareness and undernui ‘ition. 


Secondly the Government infrastructure in rural areas is usually under staffed and poorly equipped and the 


Government machinery at the rural panchayat level is not trained/competent to register MMR. Hence the problem 
remains underreported and invisible. 


mentioned that 70% of the Indian 


She highlighted that the problem of MM& is closely related to gender based discrimination in our society. In ' 
Our social structure women are considered to be less important than men at all levels. Even in educated families, 
female children are considered an unwanted ourden. Therefore to tackle the problem only from the medical angle 
does not suffice. 


During ner discussion, in addition to medical reasons she highlighted the different gender specific socio- 
economic and cultural factors that are responsible for the high maternal mortality and play a major role in causing 
maternal deaths, and the constraints that an obstetrician faces in the treatment of such cases. 

About 60 - 65% maternal deaths in her hospital were avoidable, and could have been prevented. The majority 

of the cases were unregistered pregnancies (90%) and from rural areas (73%) and belonging to the poorer 
“segment of the community. ; 7 

About 38% women come to the hospital with the referral slip whereas 62% come directly which indicates the 
weak referral services at the rural level. Majority of women reach hospital very late and in a highly neglected 
condition (80%), about 32% of cases died within 4 hours of admission. Also they reached the hospital only when 
all efforts for a delivery at home had failed. scant hae Ace 

ta ital (replete) with risk factors. They are often transported in filthy an unhygienic 
cueeanis, and erie AiG Neda need to be He initial preparation requires a lot of time leading to 
f precious time and making the case more complicated. | 
sg E. patient history is a major step in case management, to aid in planning for reduction of MMR. pad: 
number of reasons, this step becomes very difficult. The patient arrives at the hospital ina sae sane weet : 
unconscious, semi CONSCIOUS OF IS IN agony. She is in no position to reply to the queries posed during ry 
taking. Many a time, differences in language/dialect is also a eis : : : 

if the patient is accompanied by a male “ember of the family he is usually unaware about the yids } 
complication of the case. The TBA who has handled the case at the village level rarely Teaco yuk ‘ 

he comes she remains “incognito”. The medical staff is also prejudiced against the A, anc 
* + alg ni one who is responsib’e for the complication in the first place. Therefore her opinion ts never 
ee ys sachs sntuiéon it is therefore very difficult to elicit accurate information like amount of loss of blood, 
asked. R ) 


extent of the force used to get the delivery Godtfie etc. 


—- 


they had more than two children. | 
Taio who come tor the first ume to «he hospital get frightened by the structure and the unsympathetic 


attitude of the hospital staft. . 7 
Many a times women come loaded with arnaments and in cases where the woman has a swelling on hands 


and legs it is very difficult to locate a vein fo? administration of an IV drip. At times the goldsmith has to be 


summoned to cut open the ornaments. | 
if the woman needs blood, the doctor f: ses other kinds of problems, as the family members are not usually 
willing to donate blood to women. A lot of ti:ae and energy is wasted in persuading the family members to donate 


blood. 
Dr. Pendse had faced situations where the man had changed his identity from a husband to a neighbour just to 
avoid blood donation. At times when they are told that the woman will die if blood is not provided they are willing 
to let her die instead of donating blood. They are even ready to write frankly on a legal paper “Knowing fully well 
the consequences of maternal death of my wife | do not want to donate my blood. | take full responsibility” Often 
tne wormer: patient, if conscious, urges the doctor to let her die, but not to take blood donation from her husband 
Of son. 


Dr. Pendse also stressed that the family planning programme had drawn attention away from the important 
area of maternal health, which has resulted in lack of Government and public attention to the problem. Also the 
problem of the MMR has been grossly neglected by several womens’ groups, perhaps because they want to 
dissociate trom the image of women as mothers rather than persons, 


Sne felt that doctors especially obstetricians also played a role in NONn-recognition or non-highlighting of the 
problem ' Maternal Mortality because of their preoccupation with heavy load clinical work which is ever 
increasing in government hospitals. It is always discussed within the four walls of the hospital and how to prevent 
majority of the avoidable maternal deaths is never discussed in public. 

Or.0.K. Srinivasa, of the Jawaharlal Institute of Postgraduate Medical Education and Research, Pondicherry in 
his presentation tried to highlight the socio-economic, cultural and institutional reasons related to maternal 
morbidity. His presentation was based on a Study undertaken by his department under his leadership. 


He reported that in his Study the combi::ed direct and indirect obstetric morbidity rate was 741/1000 
Pregnancies and the obstetric Morbidity rate taking a select group of most common conditions, was 251/1000 
pregnancies. 

The major constraint he faced in his stu; ty of maternal morbidity was related to gender biases in the society. 
He mentioned about low social Status, lack «.' self-esteem and religious restrictions constraining women. Lack of 
dveareness ab- it various morbidities arising trom complications of maternity , and perceived in appropriateness of 
seeking care for ‘personal’ and women-spec tic conditions such as these, were other important constraints 


health Seeking behaviour Decision makers in the family also need to be Oriented. 


espite th ‘a JIPMER rura! and urban health centre 
IS, Materna Morbidity continue to occur Thus, elimination of matemal 
MOrbidity does not senmiaticalty follow elimination of maternal mortality. Special efforts focused at maternal 


) be improved and Made more affordable. Another major effort 
uCating the political leaders and administrators to recognise 


REPRODUCTIVE TRACT INFECTIONS 


Reproductive Tract Infections 


RTIs area frequent problem 
untreated, lis lead to complications such as ectopic pregnancies 


The subject of Reproductive Tract Infections was introduced by Dr. Sridhar, Sewa Rural,. Jhagadia, Gujarat. His 
Narrative drew from his field experience in working for women's health. . 

Or Sridhar’s talk touched on the conseq.. ances of RTis and outlined suggestions for interventions. RTIs 
underlie 10-50% fetal wastage including abor:ons, still births, prematurity and growth retardation of foetus and 30 
~ 50 % prenatal infections. Both these consec::ences ultimately contribute to the high infant perinatal mortality 
fates. RT!s can lead to cervical cancer, AIDs, ;ilV, infertility (up to 70%), ectopic pregnancy, pelvic pain, backache, 
and dyspareunia. The short term and long terri outcomes of RTIs can thus lead to medical complications, social 
ostracism and emotional distress. 


Presenting the perceptions of women on i3TI. he said that many rural women believed that RTIs are caused 
due to diet, or promiscuity; starts at puberty; and is spread through men. The white discharge is believed to 
originate from bones and spine. 

He strongly felt that it is necessary to consider socio-cultural dimensions of RTIs both for prevention as well 
as for the treatment. 2 

He suggested timely treatment, primary prevention and operational research at the level of interventions. In - 
rural areas he felt that the prevention and treatment can be integrated at the level of existing Primary Health Care 
ee lively discussion followed Dr Sridhar's presentation. Some of the “oints made were as follows: 

* The incidence of STDs has increased at a rapic rate during the last few decades because young people have ~ 
become more sexually active. | 

* Poor economic status leading to migration often forces couple to prolonged separations, leading to unsafe sexual 
practices which wou!d contribute to an increase in STDs. | 3 

” Increased sexual abuses, and sexual violence leads to increased incidence of sexually transmitted RTIs. 

* To some extent, the problem of ATIs is further aggravated due to poor menstrual gin ae 

. is i ical and ob:‘etric procedures is another common route for RTIs. Given the poor 
Me op tae in ce ata insertion is most commonly associated with the incidence and/or 


aygravation of RTIs. cases: iy 
ae of exposure and embarrassment is a m:jor deterrant to seeking STD treatment. In addition, treatment is 


oe el iad 


us 


often very expensive Being related to sexual net is also very difficult to assess and suggest behavioural 
ni hea ek ae they are not considered fatal. It was also felt that RT 
* RTis get low priority in policies and programmes because they d are therefore given low priority. 

are often thought to lead to stigmatization of Famity planning programme and are | re] ; | 

* Women are found to be more vulnerable to RTIs because they are extremely powerless in the Indian social an¢ 
cultural context and lack negotiating skills in their sexual lives both within and outside marriage. Thus, they have 
no control over their partner's unsafe sext-al behaviour, and no power to refuse sexual relations with him. 

* The picsent social structure does not prvide women with an enabling environment and privacy to facilitate » 
positive health seeking behaviour for RTis. especially those sexually transmitted. This leads to delayed 
identification, misery, pain and further cor plications. 

* Women also suffer more serious social ..»nsequences arising from untreated RTIs. The problem of infertility 
often 4eads to marital violerice and abandoiment of women. RTIs observed among prostitutes is another neglect 
area and they are always blamed for the spread of the disease. 

* RTs as a problem do not get priority in tne’existing health programmes due to lack of gender Sensitivity amon 
health p’ nners and policy makers, medical professjonals and para medical staff. 


HIV/AIDS 


HIV positive. 310 AIDS cases have been resorted in India up to March 1993. Of all persons suffering from AIDS, 
one third are women. Biologically, women ..7e ten to thirty times more prone to AIDS infection at any given contac 
due to 4 larger exposed surface of virus per2trable membrane. 

The subject of HIV/AIDS was introduce i to the participants by Ms.Geetha Sethi, Consultant, National AIDS 
Controi Organisation (NACO) and Ms. Parb:an Singh, Free Lance Consultant. 

Ms. Geetha Sethi in her presentation G::ilined the present status of HIV infections/AIDS in India. She 
mentioned that the AlDs programme has be en integrated with the existing health care programmes (in response to 
which several Participants raised doubts ab -ut its validity in Practice). 

The NACO has in addition, taken variot.. Steps for the prevention and contro! of HIV infection. Guidelines have 
alieady been issued by the Ministry of Heal’ regarding blood transfusion, and rational use of blood. STD services 
were being strengthened, as these are high ‘sk groups for HIV infection. 


Women, Particularly those who are illit: ‘ate and from rural areas have Poor access to information and more 


has not yet been introduced in the country. 


¥ For Prevention of AIDS, S€x education is an effective Strategy and can be imparted both to adolescent boys and 
girls at schoo! and integrated in the college curriculum. Special educational programmes can also be Organised at 


Ms. Parbeen Singh in her presentation 
on the following points - 


‘ Mulations and implementation of Programmes. Unlike men, who 
® able to protect themselves from Sexual and drug misuse and 
y Empowered to do so. Even if they have the knowledge about Safe 
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tees 


Sex practices and drug use, their lack of autonomy does not allow thems 0 take decisions that concern their own 


lives and bodies. 


Men's mobility and the fact that they often have 
sexual fulfilment elsewhere which €xposes them toa 
other women with whom they have sexual contact. 


lt is an established fact, that most infected women becom 
husbands and regular male partners. Therefore the r 
women rather than shouldered by women 
use with their p 


to spend several days away from home, makes them seek 
high risk of infection which in turn is passed to their wives or 


€ infected during sexual intercourse with their 
esponsibility tor prevention needs to be shared by men and 
alone. For example, instead of asking women to ‘negotiate’ for condom 
artners, there needs to be greater emphasis on the use of condoms by men on their 0..1 uccord. 


Men must learn to respect and accept women as being equal partners in all activities that concern both of 
them. Mutual respect and trust, open and honest communication about se 


ABORTION | 
ee ee 


Abortion related morbidity and mortality is a serious concern in India. It is estimated that about 65 lakhs 
abortions take place every year in the country, out of which 25 lakhs are estimated to be spontaneous (natural) and 
the rest (about 40 lakhs) induced. A large proportion of induced abortiens are illegal, induced by unqualified 
persons and/or women themselves. Such illegal abortions are associated with extremely high risks which may 
result in serious complications or deaths. About 12% of maternal mortality is due to abortion alone. 


That illegal abortions take a high toll of lives in our country despite having provisions for legally terminating a 
pregnancy Calls for a need to examine the underlying causes in detail and rectify these. 


ICI ing Director of Parivar Seva Santha 
he topics were introduced to the participants by Ms. Sudha Tewari, Managing 
and ‘e Pt Chhabra, Free-lance Consultant. The topic could not be discussed at length in the small Qroup due to 
lack of time. The details of plenary discussion are given. 


Ms. Sudha Tiwari presented the overview of the problem 4 pegs Biegies cae sh =a at: 
illi | ear, only 6. 5 
cae Bn rate ot cuit ies Ehadidte teen neuen rate is 452 per 1000 live births. She briefly 
nacas a MTP act, availability of the MTP services, and traisiing of the medica! personnel. | 
Sit on data trom Parivar Seva Sanstha’s clinics, she discussed AAA a and aks, a sh * 
le licy makers. Knowledge about induced abortions was 9.8 %, while awareness a out provis 
rete a asa 5%, Knowledge of availability of MTP services a‘ ?HC was 46.5% She mentioned that even 
Bee social signa attached to induced abortions, 2 out of e: sry 10 women would have at least one 
re life span. 
7 ATE scing the Te of Parivar Seva Sanstha (PSS) She informed ee re pee alsin 51433 
hich contributed to 8.6% of total reported MTPs in india. The as, g 4 Hite 
see ap wadin high quality abortion services, been able to highlight the unmet need for MTPs, an 
ee . Bock iy uality, availability and cost of MTP services, and had to some extent reduced the 
agi cman sea et aratin The PSS have been able to set standards of quality services, counselling, 
peal a oi t care While elaborating on the counselling she highlighted that they perform it before ~ 
tae sath cae ce motivate abortion seekers for family planning acceptance. The positive experience of P 
pate a8 at ; = rovements and changes in the government's health services, and MTP centres in the 
i Se teebiices seule be encouraged to adhere to the same set of standards in service delivery, provision 0 
public hea 


ounselling. 
ane Pana: presentation drew on a review of abortion studies and data, recently completed by her. 
Ms.Rami 
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nin 1976 - 77 to 0.632 million in 1991 
Data indicates that official figures for MTP me quire oe os sar ANY? tunes 
> 1992, an increase of 6.49 percent per yeas. Une nis howing an increase of about 15.42 per cent per annum. 
2149 in 1976 - 77 to 7121 in the corresponding period showing th te Geet aiteatt 
“ it is evident that the performance of MTP has not kept pace with the expanding net 
Competes Da tero Sens, ' TP being conducted by qualified physicians in 
of MTP centres. It seems likely that at least twice as many MTPs are being agen 
recognised facilities, as are reported. Cumbersome reporting procedures are a major dete = 

MTP facilities are still grossly inadequate as compared to the estimated need. Most MTP facilities are a 
and only 1800 out of over 20,000 PHCs previde MTP services. While women prefer qualified pines wi es 
approved institutions, poor knowledge of s::ch facilities, poor accessibility, as well as general dissatis ac an wi 
public facilities owing to lack of privacy, courtesy, and lack of compassionate interaction by service provi ers, 
drives them to the private sector. The priva 2 sector consists of qualified and registered services, facilities with 
qualified personne! but unlicensed, and un::ualified personnel. It is the last category that dominates service 
provision, contributing to serious complica‘ions and high mortality. 

As for issues related to licensing of heath facilities for performance of medical termination of pregnancy, the 
MTP (Amendment) Rules 1977 which are presently applicable specity that the experience or training required for 
medical practitioner to qualify for registration to undertake MTP procedures is less than 3 years of practice as 
obstetrician/gynaecologist, or at least one year of hospital-based experience or performance of at least 25 MPs. If 
undertaken by anyone without the requisite qualifications, the procedure is considered criminal. However, there is a 
Serious shortage of trained personnel to perform MTPs. It may be worthwhile re-examining these licensing 
requirements, and training paramedical personnel to perform menstrual regulation in the early stages of 
pregnancy, to improve access to timely pregnancy terminations. 

In conclusion, she stated that the MTP programme was in a dismal state, and needed critical attention for 
streamlining of service delivery; and more Critically still, must acquire a vision beyond a ‘supplies and techniques’ 
scheme. 

In the brief plenary discussion which followed, some important points were raised: 

* The MTP Act, although liberal to the extent that it provides scope for legal abortions, still vests the power to 
make decisions regarding whether or not tc Provide abortions, with the medical profession. This should change, 
and abortion should be made available on cemand to women. 

* Inflexibilities in the Family Welfare Prograinme, such as not offering temporary methods to women with two or 
more children, lead to unwanted pregnancies and abortions in women who are not yet ready to accept permanent 
methods of birth control. , 

* The practice of insisting that women with two or more children should accept sterilisation when seeking MTP. 
causes many women to turn to illegal abortions. 


: Women's lack of awareness and access to MTP facilities is a consequence of women's powerlessness in a 
patriarchal social structure. 


. Selective abortion of female foetuses was a tricky issue in the context of acknowledging women’s right to 
abortion. The only approach to dealing with it effectively was long-term, and centred around improving women’s 
Status and empowering them, to deter devaluation of daughters. : ; fete 


CONTRACEPTION 


=) tine 


SS SSeS isin A 
The Government of India reco 


rh ag . gnized the need for population contre: and was the first in the world to launch a 
Muy planning Programme in the year 1952. It has adopted various strategies over the past four decades 
principally to bring about fertility decline, and has been driven by demographic goals. Far from meeting women’s 
need for fertility control, it treats women as the perpetrators of the ‘population problem’ , and exhorts them to stop 
faproducing through a combination of carrot-and-stick policies. In order to further accelerate the rate of fertility 


decline, the Programme is now planning to introduce several new high-tech contraceptives, for some of which 
Clinical trials are now under way. Numerous controversies surround the subject of family planning and 


contraception, and it is a major women’s health concern especially in the context of being delivered through a 
population-control programme. 


The subject was introduced to the participants by Dr. Pramila David Director, Centre of Population Concerns 
and Dr. Mira Shiva. HOD, Public Policy, Voluntary Health Association of India. 


Dr.Pramila David presented a critique of the programme. According to her, any analysis of 
beyond its pronouncement and look into to what it achieves the operational level. 


Some of the assumptions that have influenced family planning goals and the direction of the programme have 
been, that: 


policy has to go 


* Goals driven by demographic concerns could influence human behav:our, that too in an area as complex and 
personal as contraception. 


* Young men and women in this country irrespective of their socio cult::ral and economic status or ruralV/urban 
divide would control their fertility if provided with technically feasible ard modern contraceptives. 


* Centrally planned targets will be achieved as directed, irrespective of ‘ae contraceptive needs of a given 
community. 


* Service providers, medical officers and paramedical staff at the field isvel administrators would be able to provide 
the much needed services after brief training on the technological aspects. 
* Money incentives to the acceptors would bring both, enable greater acceptance and help the programme in 
achieving its targets. A combination of threats and incentives to service providers would bring about desired 
results. } 
* In events when achievements fall short of set targets “ Camp approach” could be instituted with a view to achieve 
the targets: and/or incentives further enhanced. 
* When a particular method of contraception fails, replacing it with newer methods would solve the problem, 
irrespective of the reasons why the earlier method failed. re 
* Younger couples can be made to accept spacing methods because of its demographic an, cs 

5 indicate how the policies have been formulated, and goals were established. also 
A Ee tke people to the programme at the implementation level. It also indicates the ae 
managerial, marketing and administrative sense had gone into the design and redesign of the programme in e 


t. 
- She emphasised the importance of learning from past mistakes. To convert a complex human digas ie. 
population growth and its potential into a game of numbers has been one of the programmes jee mista “ily a 
Women cannot be called upon to fulfil a national need, unless it happens to be their own need as si Bi 

democratic set up such as ours. Today, women would like their partners to take equal responsib ity in Di 
: frat Concerted efforts at the programme level are required to increase male responsibility for birth control. 
con ae limitations quoted by her were that the contraceptive services provided till the date have es ae 
total lack of care and concern for the larger well being of the client. Such being the experience of a large al 
of acceptors, many other potential users hesitate to accept any form of contraception, and may. resort to MIF. 


Any welfare service, if provided out of context to its natural environment, in other words, contraceptive 


ices provided without reference to its origin i.e. sexual or reproductive health care will erode the professional 
services 
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i who are 
the morale and motivation of all those w 
ies and dignity of the service providers thereby lowering | 
a npr are made to function in an environment which is distasteful to them. Currently a two way 
providing vi 


negative cycle has been created wherein both the programme personnel and potential client are rejecting the 


prograinme | 
She emphasized that in order to succeed, the family planning programme needs to be reviewed and 


redesigned so that the policies, programmes, administrative procedures and evaluation oe are sin people 
centred. Ina nut shell, a change in the thiriking of the policy planners and programmers ts to be ensured. 


She recommended the following : | | 
* Create conditions and environment to prepare the client groups through education, social action, and pa 
range of health care services so that the client would seek reproductive health care for her/his own bene its. : 
* Provide a range of contraceptive choices and assistance to clients to choose with care the contraceptive that is 
best suited to them. In fact, this can be enabled by trained medico social workers. 
* Individual check lists to be prepared and made available to all those who request contraception and to be 
enlightened regarding the screening procedures, suitability, effectiveness, side effects and complications of each 


contraceptive. 
* Provic = quality services with care and competence. Follow up regularly with aftercare services to keep the © 
contraception acceptor satisfied. Take full moral responsibility for the after effect of services. 


* Targets to be prepared by the field personnel! with client participation. Total range of reproductive health care 
Services in each village to be planned and a plan of action for each type of service to be prepared. | : 


* Abolish centrally planned targets, incentives and Camp approaches. | 
* Change evaluation indicators to include women’s gynaecological concerns and quality of services. 
“Allocate adequate resources for physical imenities, and trained human resources. 
* External monitoring and evaluation of gcevernment programmes to be introduced. 


Or. Mira Shiva approached contracept'in from the point of view of Primary Health Care Provider, Rational Drug 
Use, as well as Women's Health advocate. 


Policies related to contraception have «ontinued to be centre stage for several decades now, specifically in - 
third world countries, with only terminolog:¢s changing, from maternal and child health care to safe motherhood to 
reproductive health. Contraception has received Priority in planning, budget allocation, research and even provision 
of services. In spite of this, contraceptive needs of women are not adequately met and policy planners feel 
dissatisfied as the desired performance in demograhic terms has not been achieved, 


This preoccupation with implementing population contro! policies has caused deep concern among health 
personnel who subscribe to the concept of primary health care, holistic health and rational drug use. Such a 
preoccupation is unfortunate, because it has resulted in the neglect of other health services. It was not women's 
contraceptive and health needs that Quided the policies but demographical goals for reducing population growth 
rates and fertility rates. Had the finances used for incentives and organizing Camps been used to Strengthen 
primary health care centres, which would provide contraceptive services as part of general health services and not 
in place of it, women would have had access to reproductive health care. Population contro! has Caused planners 
and service providers to turn a blind eye and a deaf ear to the genuine needs of women. 


Even in the case of medical education and training of health workers, while Subjects such as population 
explosion, and different contraceptive methods is introduced, never discussed are issues related to women’s 


powerlessness in degsion making about th.zir own reproductive lives the worsening of the inverse sex ratio 
women s solitary shouldering of the respor' sibilities of conception, contraception and child care. 


In demographically driven population cuntrol programmes, women 
| , | ' are treated merely as numbers. If due 
importance were given to issues beyond coitraceptive technology: €.9. female literacy, women’s social, economic 
and political status, property rights, empla; nent and basic minimum wages, meeting basic needs for food shelter 


education and health care 
reduction of family size 
It is clearly known th 


led to decrease in birth r 
not help. 


to ensure child Survival, it Could have made a tremendous contribution to voluntary 


at it is the fulfilment of several basic needs 


| and improvements in child survival that has 
ate in many countries Focus 


Ing On Contraception when the former is getting eroded will 


Over-population is considered as a Cause ironmen ini 
: of poverty and environmental degradation. in 
of poverty, attention is shifted from vy a By So defining the causes 


the real problem: increasing unequa' distribution of resources and opportunity 
 sagbitarlngera re etoation has become worse with the new economic order. In India in those states where a 
+0 is low, as been 
female foeticide and dow . een a worsening of adverse sex ratio, 


. We find an unnatural concern for women’s unmet needs 0 
ned n the context of women’s unmet health needs but only in context of “unmet contraceptive needs”. No one 
is talking about unmet needs in the area of food, clothing and shelter and basic amenities. This concern for unmet 
needs 'S Ironic especially at the present juncture when the conditionalities imposed by international financial 
institutions have cut funding to the social sectors. One important area negatively affected is the public distribution 
system (PDS), which has resulted in increase of food prices. In the present social set-up, women's health would be 


most adversely affected. One can well imagine the consequences, when over 70% of pregnant women are anaemic 
as it is. 


n the part of policy makers. However, these are not 


Another grossly misused term is ‘widening choice’. These ‘choices’ for women are being considered merely in 
context of contraceptive technology but little consideration is given to chioices which would provide options for 
improvement in work, income, education, and access to better living co: ditions; options to come out of 
Oppressive, degrading, violent, marriages, and so on. 


In spite of use of the terms Family Planning, Family Welfare and Po.-ulation policies, the focus has always 
been on increasing the use of contraceptive methods and development ; 7 invasive, long acting, provider controlled, 
expensive contraceptive technologies. Each new contraceptive technolo:.y, when first introduced was greeted as 
the ultimate in successfully dealing with the “population bornb”. The reaiity is that the targeted population for the 
programme was mostly poor women, who are considered as ignorant and irresponsible, and not able to control 
their fertility. Their participation in the family planning programme meant unquestioning acceptance of the 
recommended method. 


The attitude of family planning programme/peripheral health worker is target oriented. If serious attempts 
would have been made to upgrade health services so as to ensure basic health needs specially for women’s health 
problems, the need for newer invasive hormonal contraceptives targeted at women ,would have been much lower. 


However, when faced with difficulties in acceptance of family planning by women, the programme sought to 
find an easy way out through introduction of newer technologies which would demand even better health 
infrastructural facilities. What is needed is addressing the basic problems with respect to provision of 
contraceptive services, especially those related to screening for contraindications and managing/treating problems 
thus detected, For example, there is absence of adequate diagnostic and therapeutic facilities to diagnose and 
manage gynaecological infection prior to inserting |UDs. Inserting an 1UD ina women suffering from fio 
gynaecological infection without adequate treatment is not only unethical but also “bad medical practice”. 


i i turzily, through periodic abstinence, or 
Contraception means being able to prevent conception, either na 
through the he of contraceptives which may be short acting or long acting. Abstinence which has been part of 
Indian cultural ethos, whereby on certain days, and for a certain period a‘ter delivery etc. couples were expected 
not to cohabit During Brahmacharya- the period of youth before marriaga- it was expected that sexual urges and 


sexual energies would be controlled. | — 
ili rol, in a mechanistic way, is far from 
technological solution to the issue of fertility control, Y, 
edna ati anes the knowledge that a woman is fertile ciily during a specific period during her 


menstrual cycle, and about how to identify this period - and periodic abstinence during the fertile period, requires 
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dian family Planning Programme. a 7 
: rs wld rae treats fertility contro! as the sole fesponsibility of re nett coors ad 
and services almost exclusively at them. *tiere is clear evidence of decreasing male ed et semper. 
" J increasing sexual exploitation of women. An example of this is that while newer p 
re women, an increasing variety of potency drugs for men are flooding the market. io 

if some proportion of the money and time spent on trying to get women to accept saponin have 
gone in convincing the men for accepting vasectomy by removing fear of impotence, the men would have 
understood their role in family planning and need for male responsibility. | 

Acceptance of the fact that men have greater uncontrolled sexual urges which must be met either by wife, 
mistress or commercial sex workers, means the acceptance of a male dominated view to sexuality. Large number 
of women are impregnated against their will, inflicted with STDs & HIV/AIDS against their will from their partners 
whom they care for and trust. The issue is not merely of “Safe Sex” but of taking responsibility. The condom is 


provided. | 

The camp approach where Numerous “ferilizations especially female sterilization (with laparoscopy) are done 
is Not only associated with unhygienic con iitions, lack of aseptic conditions/procedures but has also resulted in 
Systematic erosion of the PHC facility, facii.cies and undermined follow up and accountability. 


Laparoscopic tubectomy could be a yz ¥ 900d procedure if proper examination is done and the Operation is 
not performed ina hurry. However, targets snd their fulfilment at the end of financial year February-March have 
been associated with numerous complicati::ns and problems. The denial of the existence of these facts and 
attempts to cover up have led to perpetuati..g greater carelessness and less accountability. It goes without saying 
that voluntarily SOugnt sterilization, done with Proper preparation, aseptically with adequate follow-up is a genuine 
need of many women who have completed their families. 


Newer hormonal contraceptives like Norplant, Net En, Depo-provera are long acting, invasive and provider 
controlled. They are all associated with side effects such as cancer, the disturbance of menstruation, amenorrhea, 
frequent bleeding and Spotting. In several societies menstrual bleeding can create problems as it interfaces with 
Praying, fasting, sexual intercourse and women’s feeling of health and well being. Other Side effects reported are 
headache, weight gain, dizziness, abdominal discomfort, mood changes, loss of libido and osteoporosis. Apart 
from this there is always possible to abuse the injectable, Qiving it to women without their knowledge that it is a 
contraceptive. Further, clinical trials for some of these contraceptives were being conducted unethically, recruiting 
lactating and other non-eligible women, often without adequate informed consent. The results of these trails were 


It is because of such concerns about the new hormonal contraceptives that several women’s organisations 


had gone to court in India against the clinical trials for NET-EN, and wer i 
Provera and NORPLANT © Opposing the introduction of Depo- 


IN conclusion she highlighted - 


* Rational contraceptive care is an integral part of women 
the latter is to be given the highest Priority to ensure Quali 


” Ensuring basic health SErvices for survival and develop 


's health care and Primary health care. Improvement of 
ty. 


ment of children, and basic educational facilities for 
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pet ad education is a precondition for effective fertility control, so that mothers are not forced to have more 


* Efforts at empowerin 


. ; g women and ensuring socio-economic, political, ::emographic. legal and human rights 
which provides opport . As ae: om 


unities for genuine development would greatly ent znce women’s control over decisions 
related to reproduction. Instead of being viewed as mothers and baby-m:kers, women’s choice to remain single 
must become socially acceptable, and they should be able to opt out of marriage with sense of security and dignity. 
Acceptance of adoption of babies by single parents must be made. Socia: expectations from daughters need to be 
changed, and it should be acknowledged that daughters as much as sons, can be an asset and can take care of 
parents in their old age; they are not merely ‘dowry needers’. 
* External population contro! pressures, which distort c 
Stop, especially as a part of conditionality for loans. 


* Targeting women in Family planning programmes must stop and a genuine effort made at encouraging male 
responsibility. 


* Fulfilling women’s basic socio-economic needs would need to be a pre-requisite, or at least accompany efforts to 
meet women’s contraceptive needs. 


* Unbiased information related to contraindications and potential side effects of all contraceptives needs to be 
made available. 


* Monitoring of service delivery, especially the assurance of free and informed choice, and the absence of any form 
of overt or covert coercion must be done by independent bodies, which should also look into complaints and deals 
with issues of accountability of service providers and compensation for clients. 


* The equation by policy makers, of ‘Contraception’ with use of costly contraceptive technology needs to be 
questioned and challenged. Efforts should be made at creating awareness about safe periods. 


* Potentially hazardous technology e.g. injectable and implants should not be introduced into the country or in the 
family planning programme, especially in the absence of adequate healt! care services. 


CLOSURE OF THE MEETING 


ontraceptive uses by forcing ‘targets’ and incentives must 


eee couctive Health and Justice: 
rnational Women's Health and Conference for Cairo! 94 


January 24-28 1994 Rio de Janeiro 


: THE RIO STATEMENT OF 
REPRODUCTIVE HEALTH AND JUSTICE: 
INTERNATIONAL WOMEN'S HEALTH CONFERENCE 
FOR CAIRO 1994" 


eee che Period January 24-28, 1994, 227 women from 79 coun- 
ell sn ae in "Reproductive Health and Justice: Interna- 
eee hig Health Conference for Cairo '94" held in Rio de 
“ibe Rs e conference brought together representatives of 

men’s and other non-governmental organizations and networks 
active in the fields of health, human rights, development, envi- 
ronment, and population. The main objective of the conference 
was for women to prepare to participate in the International 
Conference on Population and Development to be held in Cairo in 
September 1994, and to provide a forum where women could search 
for and identify commonalities on reproductive health and jus- 
tice, while recognizing the diversities emanating from different 
economic, social, political and cultural backgrounds. The con- 
ference also aimed at developing tools and strategies to be used 
before, during and after the Cairo conference.» 


The participants strongly voiced their opposition to population 
policies intended to control the fertility of women and that do 
not address their basic right to secure livelihood, freedom from 
poverty and oppression, or do not respect their rights to free 
informed choice or to adequate health care; that whether such 
policies are pro- or anti-natalist, they are often coercive, 
treat women as objects not subjects, and that in the context of 
such policies, low fertility does not result in alleviation of 
poverty. In fact, a significant. number of the participante 
opposed population policies as being inherently coercive. There 
was unanimous opposition to designing fertility control measures 
or population policies specifically targeted at Southern coun- 
tries, indigenous peoples or marginalized groups within both 
Southern and Northern countries, whether by race, class, 
ethnicity, religion, or other basis. 


There was also significant criticism of pressure by donors ance 
efforts to link development aid or structural adjustment programs 
to the institution and/or implementation of population control 
policies and a suggestion that donor countries should not promote 
in other countries what they do not support for the majority of 


their own peopie. 


It was agreed that: 


ais Inequitable development models and strategies constitute the 
underlying basis of growing poverty and marginalization of women, 
environmental degradation, growing numbers of migrants an¢ 
refugees, and the rise of fundamentalism everywhere. For women, 
these problems ( and their presumed solutions through economi< 


for structural adjustment which promote export 


— f local needs) have particularly 


production at the expense oO 
severe consequences: 


growing work-burdens and responsibilities (whether in 
female-headed households or otherwise) ; 


spiraling prices and worsened access to food, 
education, health services and other basic rights; 


greater economic pressures to earn incomes; 


growing victimization through violence, wars, and 
fundamentalist attempts to control and subordinate women 


sexually and in a number of other ways. 


2. External debt, structural adjustment programs, and 
international terms of trade sustain Northern domination, 
increase inequalities between rich and poor in all countries, 
aggravate civil strife, encourage the corruption of government 
leaders, and erode the already meager resources for basic 
services. 


as Environmental degradation was seen to be closely related to 
inequality in resources and consumption, profit/driven production 
Systems, and the role of the military as a major polluter and 
user of resources; hence, there is a close relationship between 
the violence and poverty that bedevil people's, particularly 
women's, lives and environmental problems. Focussing on women's 


militarism. Women in the conference urged governments. to 


4. There was Particular concern i i 

. about the Situation of women 
Migrants who are heads of households, domestic servants, migrant 
workers, entertainers and Other service workers, It was agreed 


ften forced by economic hardship, 
rf persecution, efforts should be 


5. Alternative development strate 


, and good quality basic 


services which can be guaranteed through democratic people- 


6 ° The su : 

currently reepee and human development models" that are 
and internati Proposed in the official documents of governments 
and social polic; need to be based on investments 


being of all people. e the quality of life and well- 


the need to redistribute resources in an equitable and just 
manner without discrimination against women, to remove 
poverty, and to improve the quality of life of all; 


- the need to desi 


‘ gn development strategies so that they do 
not disempower a 


nd marginalize people, particularly women; 


- to restore and strengthen basic services (for health, 


education, housing, etc.) that have been eroded by 
macroeconomic policies; 


+ oO provide health services that are of good quality, 
accessible, comprehensive, and address the reproductive 
health needs of women and men of all ages; 


- to address reproductive health and rights needs and concerns 
(including the right to free and informed choice) within the 
context of social and economic justice; 


- to strengthen women's participation and empowerment in 
political and policy-making processes and institutions with 
the goal of achieving gender balance in all such processes 
and institutions; 


- to build accountability processes and mechanisms into 
‘policies. 


8. The discussion of fundamentalism brought strong agreement 
that, whatever its origins or religious claims; its aim is 
political. Central to fundamentalist attempts to gain political 
power is the control of women's lives and in particular of female 
sexuality, including the right to self-determination and 
reproductive decisions. There was criticism of the role of major 
Northern countries in supporting fundamentalist groups for their 
own political ends. Fundamentalists use religion, culture, and 
ethnicity in their pursuit of power; such movements represent a 
new form of war’ against women and an aggressive attempt to 


mutilate their human rights. 


j i the fundamentalist war against women is over 
De ee i ni lies? The participants at the oS ae Eee 
agreed that a definition of family which is limited to a mode 

i ale "head" of household, wife and children, does not 
ba) a he life situation of all of the world's people. Instead 
i on agreed that all those who voluntarily come together and 


ment to each 


a commit : 
acco? and affirmed 


define themselves as a family. cted, supported, 


other's well being, should be respe 


as such. 
10 All members of the family have rights, onped eran a pets 
nk ieee dignity. Physical, emotional, peycho) sae Taus’S fale 
a ieseatal towards women, young girls and children Scheel under the 
constitute a serious violation of Pavijomen's rights within the 
Universal Declaration of Human Rig participation in decision 


famil include access to resources, 
hao pa bodily integrity and security. Women have a epee 
participate in public life, to social benefits and social 1 


ance, and to have their unpaid work inside and outside the home 
recognized and share by all members of the family. 


11. Comprehensive and high quality health services for women, 
including for reproductive health, are a primary responsibility 
of governments. They should be available, accessible and 
affordable to women in order to reduce maternal mortality, 
morbidity, child mortality and unsafe abortion, within a broad 
women's health approach that addresses women's needs across the 
life cycle. Qualitative (as well as quantitative) indicators 
need to be developed to assess services, and users need to be 
involved in this. 


12. There was clear agreement that quality reproductive health 
services are a key right for women. However, existing family 
planning programs cannot simply be redefined as programs of 
reproductive health. Reproductive health services should include 
prenatal, childbirth and postpartum care including nutritional 
and lactation programs; safe contraception and safe non- 
compulsory abortion; prevention, early diagnosis and treatment of 
sexually transmitted diseases, and breast, cervical and other 
women's cancers as well as the prevention and treatment of 
HIV/AIDS, and treatment of infertility; all with the informed 
consent of women. These services should be women- centered and 
women-controlled and every effort should be made to prevent the 


13. In the area of contraceptive technolo , re 

redirected from provider-controlled and Poturietaisy: wrest 
methods, like the vaccine, to barrier methods. A significant 
Proportion of the participants also felt strongly that Norplant 
or other long-térm hormonal contraceptives should be explicitl 
mentioned as high-risk methods from which resources should be 
redirected. Female controlled methods that h 


contraception and protection from sexually transmitted diseases 
, 


including HIV, as well as male methods, should receive the 


enter the tri , 
organizations at the it results must be available for women's 
the very early stages. ifferent stages of such trials, including 


14. Bet 
rights. ste Peet? Services are one element of women's human 
must be dddreuwed ec sexuality and gender power relationships 
Reproductive rj gh a central aspect of reproductive rights. 
ine@pareble #+ ignhts are inalienable human rights which are 
shettce ae pie other basic rights such as the right to food, 
expowerme ny , Security, livelihood, education and political 
nt. Therefore, the design and implementation of policies 


affecting reproductive i 
: : rights and health 
international human rights standards. : ooS a ee 


is. Women are entitled to bodily integrity. Within this 
principle, violence against women; forced early marriage; and 
harmful practices, especially female genital mutilation, must be 
recognized as a major reproductive rights, health and development 
issue. Governments should take measures to combat such practices 
and should be held accountable for failure to do so. 


16. Women have a right to express their sexuality with pleasure 
and without fear of abuse and risk of diseases or discrimination 
on the basis of their sexual orientation or disability. Social 
and economic powerlessness; oppressive cultural, traditional and 
religious norms and practices; inequitable laws; fundamentalism 
and fear of male violence are impediments to women's own sense of 
entitlement and should be challenged. 


17. Women, especially girls, must have equal access to education 
in general. Such education should not be gender discriminatory 
in its objectives, methods and content. Quality sex education 
with a gender perspective should be made available to women and 
men of all ages, in order to create the conditions for equity in 
social roles and empowerment of women in order to enable them to 
control their own fertility. 


18. For women to be able to empower themselves and fully 
exercise their rights of citizenship, the underlying inequities 
in gender relationships must be eliminated. In particular, 
policies and programs should educate and encourage men to share 
family responsibilities, including the responsibility for théeix 
reproductive behavior and for the prevention of STDs. 


19. Participants at the conference were concerned that women and 
women's organizations should be involved in the decision making 
process locally, nationally and internationally where any laws or 
policies affecting their rights and health are designed and 
Governments, the UN, and other international 
institutions should be held accountable for ae 168 aa 
implementation of social and development policies oe 

ntee women's reproductive rights and health. Mechanisms or 
Geaitoring and regular evaluation Bhould be established, and 
should provide for participation of women's organizations. 


implemented. 


ts should also be held accountable and 
their concern for women's health and development we es 
reflected in their resource allocation and iSite. opere 
and governments should revise their funding iinet. ea 
promote comprehensive women's health beds ra 4 re 
narrowly defined programs for family planning. ae 

requirement is that women-centered programs must have access oa 
fair share of the financial resources available for reproductive 


health. 


a3. The participants recommended a UN commission on women's 
reproductive rights whose composition should be gender balanced, 
and should take account of geographic, ethnic, racial and other 
balances. The said commission should be interdisciplinary and 
should include NGOs, especially women's human rights 
organizations. Each government should be held responsible to 


establish a similar commission at the national level. 


20. Donors and governmen 


Secretariat: Secretariat: 

International Women's Health Citizenship, Studies, 
Coalition (IWHC) Information Action (CEPIA) 

24 East 21 Street, New York Rua do Russel 694/2 andar, 
NY 100 10 Gloria, Rio de Janefro 22210, 
Tel :212-979-8500 Telex: 424064 RJ, Brazil 


Fax: 212-979-9009 Tel/Fax: 55-21-225-6115 


PRESENTATION By 
At Medico Frieng cous FOR FORUM FOR WOMEN'S HEALTH 


ircle Annual Meet on Reproductive Health 


held at Sevagram 13 - 15 January 1994 


Medico Friend Cir 


ue eee: cle has taken issues of women and health at all 


y be campaigns like high does estrogen and 

Bee not Preparations or injectable hormonal eaeeacenttene, 

have been conti memained one of the major concerns of MFC. There 

2 emai inuous inputs coming from MFC to various campaigns 

hav ~ermination, long-acting contraceptives etc. But to 
€ a meeting on reproductive health is welcome step ahead. 


At this initial presentation I would like to put before you some 
thoughts on how reproductive health has been looked at, and at 
the same time in what ways has this view been challenged. What I 
Shall speak will surely not be new for most of you. I asa 
representative of FFWH am putting here before you facts and ideas 
that have emerged from all our work for the last so many years. 
This work is the legacy of all of us present here. It is just an 
effort at a recapitulation, at putting everything together so 
that we begin the deliberations of the next few days starting 
from a common ground and hope to move ahead together. 


Generally it is important to identify what one means by 
reproductive health. As we all know biology constructs societal 
norms and it has been a major force in constructing man woman 
relationship. At the same time reproduction may be a biological 
phenomena but it is very much a social construct. So any 
understanding of reproductive health would have to move between 
these two arenas of all our lives. 


In fact, when talking of reproduction, the first that comes to 
one's mind is women's fertility cycle. ‘This has remained an 
issue of awe at times and has also acted as identification with 
nature and other natural cycles. Old cave paintings depicting 
menstrual cycles have been found in almost all ancient 
civilizations. Fertility has been understood in different ways. 
The different remnants of fertility fites stild exist Anmseur 
culture and menstruation remained a taboo. — st is looked upon as 
dirty and inauspicious By society. The identity of woman and 
change in her personality after menstruation 1s a well studied 
Social issue. Puberty of men and the changes in their own bodies 
and creation of a myth of manhood also happens at about the same 
age but this area has remained unexplored. We feel when Misa 
talking about reproductive health we must really i oentatags 2 _ 
aspects of woman and man, how their physiological ody c ripe 
t their person. Physical existence constructs their 
= tive personalities. Here we want to emphasize this point 
—" eee ee reproduction as women's responsibility 18 a 
ee conatuct - We want to identify reproductive health by 


identifying it with both men and women. 


sical existence also constructs persons, this 


rtant. So also does 

ivisi sex becomes very impo ; ; 
meet on. & te 's sexuality get dominance. But societies are 
aa yteg there is a very strict control over 


this “natural' expression of all human beings. The following 


equation is upheld in all structures and institutions of society. 


i = ild 
Normal Sexuality = Heterosexuality = reproduction male chi 
(only in marriage) 


When we say that phy 


expression © 
existing in such a way that 


to be evolved beings who have a rich 
h evolved communication methods. In 
h limited expression 
does not end here. 


Human beings are considered 
culture and civilisation wit 
such a situation identifying normalcy to suc 
is in itself a problem. The story, however, 


It is only heterosexuality within marriage that has cng ap 
Further a primary motive in establishing monogamy within the 
confines of the institution of marriage is to ensure paternity 
and patrilineality -- it is to ensure that woman bears the child 
of only a particular man. Naturally, then the emphasis is on 
reproduction and so heterosexual relations which would lead to 
conception alone are stressed. Finally again it is the male 
child who can supposedly carry on the lineage of the man and s0 
bearing sons seems to be the only option. 


Since women's fertility needs to be controlled, it is their 
sexuality which is controlled. They bear the child and so their 
body becomes a reproducer preferably of male progeny. This 
biological reality is translated in society to mean very 
different things for men and women. All responsibility for 
reproduction is on women. Men have none. Hence automatically 
contraception becomes women's responsibility. Sexual interaction 
for women is equal to responsibility; for men it is fun and 
pleasure. Simultaneously stereotypes of sexually inactive women 
and overactive, virile men are also constructed. This justifies 
and Supports the practice of prostitution as an oldest 
Profession. Men's virility is the excuse under which gross 
violation of women's bodies and persons is carried out. 


a, is the situation of rape or other kinds of sexual abuse. 
ere is some unwritten sanction by society to men's lust and 
eeecusece Serer of showing their power are waved off as a 
eo 1s just. The range of the 
se myths and thei 
expression thus ranges from Prostitution to vapeike less nunisay 


Oe is weet ible and, “ith notion of virility of men 
a Ollable an 
uncivilized'. d is in many senses not evolved, 


This equation sets the norms of behaviour in 


model along whose lines €ach individual tries to mould herself 


The institutions in Ss 
ociet are ~ : . . 
process. naturally, ceproduative helt oP “oO facilitate this 


society. It gives a 


All other aspects of women ' 
S lives are tot 
large number of women who do not fall in Chigieaeaen ci £ 
ory o 


“normal' woman a 
normal. nd who may or may not be struggling to become 


This m 
Men pel hacia the behaviour pattern for men and women. 
most protective — be virile and aggressive. Women have to be 
their body “et hg their chastity and virginity. To preserve 
ways that would at one man, they have to constantly behave in 
lustful men tt a ate them from the naturally aggressive and 
ak Trea. in fink aati 1s 1s what creates stereotypes of female as well 
Sethe & mere ve es us into the persons that we are. This constant 
area feta ‘ssion has made women coy and shy, and fearful of 
Saitae > x pecs ae These abnormal stereotypes -- can they be 
aoa} >, a y? Shouldn't this also be part of reproductive 
because it is related to the social construct of 
reproduction? At least while looking at a person's health we 


have to take into acco 
unt these pressures that are oper i 
her/him. ® pore 


In reality women are producers and reproducers. Their role as 
producers is no doubt affected by the overwhelming societal 
responsibility of being reproducers. The kind of training and 


jobs that women get and the opportunities that they can avail of 
while satisfying their societal role as reproducers, affects the 
rest of their life. So issues about occupational health should 
come under reproductive health. 


Widows or deserted women do not have so called protection to 
their existence and so their reproductive health does not get 
catered to. If they have any problems it is considered to be 
certificate of their immoral activity and so they are forced to 
choose quacks and other treatments even if they are unsafe. 
These many women do not come under strict category. So we have 
to define reproductive health as concern of all women of all age 
groups. 


Science, medicine health care system all have been aspects of 
this sociab construction, motivated and developed in the context 
of societal norms and values. These have been the agencies 
responsible for looking after reproductive health and so 
naturally they have accepted and adapted themselves to the above 
conditions of normalcy. Health itself is looked upon as ill- 
health or absence of ill-health. — ie 2 not looked upon in 
holistic perspective of socio-political economic and geographic 
existence of men and women even though technically this is the 
definition accepted by WHO. In case of reproductive health 
especially this is vital because whatever health care 158 
prescribed is not to unhealthy persons but to supposedly nian 
individuals especially in case of fertility control methods. es e 
societal taboos do not allow women to talk about their prob e 
of ill-health with respect to their reproductive tract especially 
the constant threat of STDs and now AIDS. This further has 
increased the silence jn women to talk abou 
This fear has made them more and more doc 
type- In any case as far as women are C 
related with their health are any way cons 


them to 
mes impossible for 
Only when ‘oe they talk about their 


less important. ! 
y then also that their problems 


carry on with their work, 
problems, but it is not necessar 


will be taken seriously. 


dicine in most of the systems 
ees oe ney, ee ee esa of practice has been kept 
egg Sioelieal Allopathy has aggressively curbed the existence 
seg ae: og We do not have sufficient studies about those 
es ae ya ous ebainty and no clear cut formulation on this 
oe but attempts of groups like Shodhini who have been working 
with medicine women in a few states in India are een Se pignte: 
in some sense all that is getting lost. The massive wor one by 
this group is coming out soon in form of collection. 


Scientists have always said that intervening in women's body to 
achieve control over fertility is much easier because of the 
cyclical nature of the menstrual cycle and hence of their 
fertility. Yet, whole aspect of menstrual cycle and its effects 
and affects on women and their body functions has been neglected 
by biology by considering only man's body as biological entity. 
World over, women are raising voice against it and separate 
research norms have come up in recent years. 


Biology as a science developed in this society has the same 
biases and anti-women perspective. 


The consideration of reproductive system being only associated 
with reproductive organs is good example of the overall attitude 
of science. The reductionists approach does not look at the 


even the comatose women. Brain is otherwise considered to be 
master of the body. But when it is question of reproductive 
System of women, the brain, one of the major actors in the 
process is not considered at all The reproductive 

: System is 
reduced to the so called reproductive organs. - 


One may find this a very simplistic, generalised and polemical 


argument but the role of other 
Physiological nd < ; 
Changes related to the reproductive : s oa Ce 


every moment in the body is not res 
interest. Irregular menstrual bleedin i / 


scientists, Whether it is 
egular menstrual cycle, are 


We do not see 

m i 
ae 1 Sevttovea con rest in the plight of women in urban and 
Dwacltsee. .. under developed countries. The availability 
the non RBS 5 emer are less and they do die because of 
women have oe irs a ae Proper health personnel but then urban 


the facility remain e5 at their door step but in monetary terms 

a ls 2 Pil emaes A distance. The loss of control over their 

on ana tet. + ught about through control over their reproduc- 
rue for all societies universally. 


In all o : 
ur minds, questions of contraception or controlling 


ee Pap in fertility have become questions of 
are totally 1 i getting the right method. The social aspects 
harmless oa pe a But can any technology, however, efficient, 
Re are hore. ae -- alone solve or attend to the issue which 
AY ased in society. Technology can just be an aid in 
andling a situation, it cannot ever provide the total solution. 


We would like to share our experience in the sex determination 
campaign. We had initially asked for a punishment to be stated 
in the legislation for both the givers of the technology as well 
as the marital family of the women for the test. The state 
responded with a law in which the women were also punished. The 
central legislation also had the same clauses. Our experience at 
the state level, and also some amount thinking led us to take a 
very different stand. We said that this law is for regulation of 
technology. The doctors are responsible for providing it. 
Whatever be the demand of the persons who come to them, the 
doctors were in a position to refuse access to the technology. 
So our stand was that the punishment should be confined only to 
the providers of the technology. 


The clarity came with a more clear realisation that neither 
technology nor legal reform alone can stop these practices of 
discrimination between boys and girls. This history of campaign 
has helped evolve an understanding today on contraceptives as 
well. We cannot just have a safe, efficient contraceptive method 
unless we are willing to talk about basic changes in the man- 


woman relationship itself. 


These issues are more important today when technologies are today 
being developed to meet interests of certain sections. This is 
evident in case of assisted pregnancies and technology which 1s 
evolved and has national pride in such successes. When there are 
women who have been suffering due to ignorance, their 
subordination and their physical illnesses which is most 
important cause of their infertility are negated but bskes oS eR 
to develop IVF as in case of India. Indian state is aaa ne 
funds for both anti-fertility and pro-fertility research spa ae 
development. In developed countries it is more so Be ee a 
threat of extinction. In Japan during last 1 or 2 wd in ai me 
vitro-Fertilization clinics have been opened an se 
nation's fear of getting extinct stated in these many words. 


4cal abilaty to reproduce is tampered with as and when 


The biolog o the nature of the demand. These demands are 


wanted according t 


els especially in case of anti- 
Geternined * papier ns = have felt in FFWH we shoul nae 
fertility os aign not against Norplant or pete lon 
ekg: engmas2 ee ase of such contraceptives which are ee 
peeeres Te nat leave any control in hands of its whe ea 
meet «ae  fertsiitel vaccine in particular there are larg 4 
eke of catead The basic contentions of it, many of you mus 
issue : 


itive 
‘t means to tamper with sensi 
hate pital eenerag prc : e when AIDS is rampant and the 


; : tim 
immunological system at a ti hanging rapidly and there are 


1 pattern of diseases is c gs 
ih outbursts of auto-immune conditions. Apart from that, 


: ate boundaries which have been created in this 
Mae kde rationale on the basis of which we ah td ay 
campaigning for years together -- such as the use o con - 
indicative drugs in third world without any regulation and . 
warning given. But in this case of AFV, Indian scientists being 
the pioneer workers the question has to be addressed in different 
way. We have reacted and had very strong rationale of 
multinational industries profit motive and use by them of 
developing world's people as experimental animals in case of 
drugs especially. But now something is produced in India which 
is more harmful and is developed with its abuse potential being 
stated as its virtue, as one of the positive aspect of the anti- 
fertility vaccine. In this campaign we felt it is important to 
see the development of such harmful contraceptives in the larger 
context of development and population politics of control. The 
need of women to control their fertility has been exploited by 
the politics of population control policies outright. 


nal lev 


Science has been proved to be rational and has appeal of 
universalisation, generalisation. Science has that appeal over 
traditional systems which are specific and localised. But 
progressively science has lost its appeal to have value free, 
rationalist approach. Today science is involved in providing 
contraceptives which supposed to be giving a wider choice to 
women to choose in their malnourished, anaemic conditions to save 
them from maternal mortalities and abortion related 
complications. Here we are not going into numbers and we do not 
want to base Our argument in statistical method but we want to 
stress against one point that women want contraceptives because 
they do know the difficulties in their lives at all levels. They 
want to use contraceptives as a rebel and want to use 


contraceptives without knowled i 
ge of their husban ins 
who are not bothered for their lives anyway. aT ee 


This need for contraception is met in 


health care system. In India, this task 
the Family Welfare Department j 


Department. This history of the Fp progra 


it has supposedil 
se once again it is just this 


reproduci he ; , 

the 2 a which is to be given any special attention so 

Over by the Fp S we had was MCH. This too has been now taken 

constantly oa at eee: The Family Welfare programme has 

reduction i ing budget and even in times when there is 
m overall primary health care and preventive health 


servi i : : 
ada ces, this programme into which more and more money is being 


een.” Curelopmente in the programme are even more disturbing. 
impleme bs eetortea at involving NGOs at all levels to ensure 

; mtation of the programme. Within the programme itself 
white on the one hand there is stress on long acting, provider 
controlled methods, on the other hand there is a greater emphasis 
on women's development and empowerment. This to us appears to be 


a two pronged attack on women's autonomy and independence vis-a- 
vis their reproductive health. 


One is the consistent, physical, invasive attack of technology 
and the other is taking over by the state all the terminology and 
concepts with which women have begun to unite and redefine 
themselves. Women's empowerment, development and organization is 
all being geared to one goal, that of achieving population 
control without changing the basic parameters and definitions of 
reproduction or womanhood or manhood for that matter. Without 
allowing a new approach to reproductive health, it now appears 
that other areas of her life be it literacy, employment or other 
such aspects all are just being reduced to reproduction. ; 
Finally to be able to look at reproductive health differently, it 
is divisions between women and men, between laypersons and 
experts, between women and women, between persons and their 
hodies, between individuals and society that we want to minimise 
because in reproduction and in determining reproductive health 
each of these contribute and because each one of us reflects many 
of these apparently contradictory categories simultaneously. 


SOME 
he Phase III or) THOUGHTS ON CLINICAL TRIALS 


a 

Shane” omprant-6 are currently on in ten Human 

esearch all over the co enters of Indian Council For Medical 

Bing 6ffered to w untry. — Peculiarly this contraceptive is 
omen along with already tested ones like oral 


ills and Intra Uter} 
erine : 
~~ {Sere aac ov See in the Family Planning Programmme 


This decisi i 

hese trial : ' lon as well as the design of 

ais have raised Many medical, social and ethical issues. 

n i ; : 

Beeeemeenorciae., we in the FFWH would like to focus on the 
ethodologies involved in these trials and very basis of 


Ae so called scientificit ivi 
, Ob 
hat for whon. y, objectivity as well as who decides 


‘he Question of Ethics 


“he issue that has been raised most often has been of ethics and 
yvithin that too, that of informed consent although agreed upon 
paper, in reality nothing is informed to the woman undergoing the 
rial. The question of telling the good and bad effects of the 
articular contraceptive being tried is redundant for even the 
fact that it is a trial in which something with unknown effects 
gs being tested on “normal' women is not revealed. 


tight from the experience of the NET-EN trials to the testimonies 
»— women on whom NORPLANT and vaccines are being tried, this has 
seen a common observation recorded by various people. This total 
_apse in maintaining basic norms of ethics has been explained 
away as an objective, scientific way of carrying out scientific 
trials. 


Mt the same time claims of scientific trials are many a times for 
-rials are many times moulded to suit the requirements of many 
agencies in whose interests the long-acting, provider -- 
sontrolled contraceptive or any drug/contraceptive work. 


Animal Trials are considered to be the basis on which human 


trials of drugs are based. The results of these are, however, 
very much interpreted according to the needs of the researcher 
and the establishment. When Depo-Provera proves to be 


le dogs. exposed to it, we women are told that 


inogenic to beag 
Hine the similar problems because we are so 


we need not worry about 
different from the dogs in any case. 


and in the same vein, human trials of anti- 

s have begun because of its positive results 

In this case, the fact that the supposed 
; i for the animal but it 18 

} e is a foreign element 

antigen fo aay produced in women's body and is hence not 

ey also does not stop the similarity from: being drawn. 

ore 


At the same time 
fertility vaccine 
when tried on animals. 


i i ided by the providers that long- 
; i t once it 1s decide : 
The, posnt i a my. particular kind are needed and CY ee 
area peatage: proven apparently very scientifically'! The 
this is w 


latest example has been again of Norplant. 


r when Government decided to carry 
Norplant-6 without having carried out the 
The ~scientific' argument that 
phase III trials for the same. ee nade geht 
was forwarded was that since phase III trials ha ' pe Ss 
Norplant-2 and Norplant-6 contain the same phe eb ee ° — we 
namely ~progestin', the phase IV trials of Norplant- ae ove 
started straight away. The truth, however, was that thoug : 
basic hormone was same in both, the implants were mace 
differently. Norplant-2 had two rods of a silastic material that 
were impregnated with hormone and Norplant-6 has six capsules 
made of a different silastic material in which the hormone is 
filled. The silastic material used for Norplant-2 was found to 
be carcinogenic to the workers working in its production plant. 
Hence further animal studies were demanded and to evade the 
~costs' to carry such investigations the manufacturing of Nor- 


plant-2 had been halted. 


The problem began from last yea 


out phase IV trials for 


The plea for carrying out phase IV trials directly was that both 
these implants released the same chemical in the same quantity 
into the blood stream. That their method of delivery was 
different, that the material of which they were made was 
different was then considered inconsequential. In the face of a 
strong protest from all over the country, this move was altered 
and phase-III trials of Norplant-6 were announced. 


The process of fooling under the garb of scientificity has 
however, not stopped even now. Now phase III trials of Norplant 
meant testing the efficiency and effect of the drug or device are 
proposed to be carried out along with testing of acceptability 
which is a criteria usually tested in Phase IV of the trials. 
For this, a so-called cafeteria approach is being propagated. So 
the study tests women's perspective on spacing methods are 
offering them the pill, IUD and Norplant Simultaneously and 
asking them to make the “choice'. How can an untested 
contraceptive method be offered along with others which have been 
ptt so openly and rampantly for so many years and hence which 
. ah Ap Say in the Indian context? What is the ethics of 

rial? And what is its “so-called! objective scientificity. 


The objective scientific paradigm 


This i , 
is, the Sileltive very crucial aspect of clinical trials, which 
are from Mataa contesth ie. Although all the above examples 

: ext, it is not as if thi ; 

mis : : 1S iS an i 
ee maerepresentation of “scientific mcthoar 46°% 


particular social Situatio 
Re Th , fe: : 
space for the Pesearcher's Hbjectiviae method itself has 


it is not the sub; ivi 
, jJectivity that w 
objections are to the f © would like to question. Th 
act that the ; »- Tae 
and h process claims iv 
ence makes the result appear to be objective anh val uewecae 


As a result it successf 

A ully hides the 

aie Aeagingy of Scientific enquiry : at 6 Seale ha. = oe - 

SON ang that is open neutral quest for eneneledes ae ae 8 
while in 


reality it is far r 


emo 
tives has revealed ved from this. 


this reality. 


In fact in th re 

a ot Fleet trials the objectivity is demanded of the 
ite ren ann De areas in the human trials. But precisely for 
the subiect. a. ion on trial and trial product is not given 
is that if they tell et Gean ss Sse! reason given by the researchers 
Me fore be aay ara vomen about the possible side effects, they 
effects'. This Pe ite eet and start imagining' all those “side- 
Side-effects. prevent any “objective' evaluation of these 


The research on contracep- 


In the absence of the knowled 
contraceptive works and in th 
dire necessity, 


edge about how a particular 
€ situation when contraception is a 
many a times a lot of side-effects are not 
ee to the contraceptive and hence are not reported. Not 
mowing anything about hormones it is difficult to imagine that 


something put under the skin of the forearm could lead to pain in 
the calves! 


At the same time, the openness required of the researchers also 
does not exists. He/she has a set of given symptoms to look for 
naturally ignores many others that might be connected. There is 
an understanding about how contraceptive works and only those 
aspects that fit in to this understanding are looked into. All 
others are ignored. Unless there is an openness towards the fact 
that the basic understanding itself is not necessarily complete, 
the trials themselves could miss out on a number of crucial side 
effects and problems. 


The problem is hence that an objective method essentially just 
succeeds in negating a lot of subjective experiences. It is not 
possible to eliminate subjectivity. The issue is of recognizing 
this subjectivity and stating the vantage point from which 
observations and deductions are made. / . 


Reductionist approach 


y he role of the subjectivity of the researcher has 
Men oction with the arrogance i. abe tar. sf “ 
understanding. At any point in “scientific abies ee a oe 
necessary to acknowledge the transience of the understan ae ae 
modern science today, it is the reductionist approac ie 
prevails. Looking at the whole as a Conner oe g eens 
constituent parts is the method applied to all matter i g 


and non - living. 


ey de up of its organs and in the 
ig looked at as ma 
Rea’ Petetive interdependence of various organs is pase 
process t e reat it is almost impossible to look at the body 
i Siete and hence ‘effects of the contraceptive being are also 
as a whole =. ee eke 


n the whole body but are restricted fe the particular 
q Sak pti pp work. 
sree on which contrace tive is supposed to 


oc 


i in the 
The side effects recorded and noted or observations Ss ee 
ane of contraceptives, all essentially deai ma y 


i i ed 
reproductive organs. For example, with Nospi aie ste 
at i le relate o re 
that it affects the hormonal cyc Pr re 
In fact, Norplant aisrup 

nliy those effects are studied. - 

Pearel body cycle continuously for pane yeses and yet Salers 
ther e 

the only thing that 18s checked, 18 whe ORS SA ee 
r not (the Norplant 1s a contracep 

 sapelg with the unidimensional attitude that return to 


normalcy after removal of Norplant is confined to poate that 
whether there is return of fertility or not. Since assump oy 
that other systems are not affected, it is not even es 
important to see if there are any other long-term effects on e 


rest of the body. 


Even while studying the effect on reproductive organs, the 
observations are confined to the woman's organ alone. It is 
quite possible that although there is conception, there could be 
some disturbances in the reproductive system which would affect 
the progeny and their reproductive capacities. Follow up with at 
least one generation of women exposed to systematic changes for 
such long periods is the minimum that could be expected of a 
research trial. 


These, however, do not ever become the concerns of the 


“scientific' researchers. The belief in a reductionist paradigm 
has led to a lot of problems of short-sightedness in various 
areas of science and technology. In contraceptive research the 


urgency is of controlling population by more effective ways. 
Cost of women's health is probably a small cost in the process. 
Yet, there could be unpredicted, irreversible effects which would 
alter the picture of the population. The effects of drugs like 
DES given to pregnant women are still visible in the disabled, 
cancer prone, infertile DES daughters today. These are lessons 
of this century which have to teach us to pay heed and get over 
our sense of urgency leading to destructive short-sightedness. 


The pace at which new technology is being introduced, however 
does not at all take into account such questions and concerns. 
Newer contraceptive methods are evolved to control reproduction 
since that is the major goal identified today and hence is 
pursued at any cost. The cost-benefit analysis which serves as 
the basis for acceptance of any technology is done without 
egal pe a | the basic definitions and understanding of costs to 
e paid and benefits to be achieved. In this process the 


justification is further obtain 
' ed through th bs 
tool of modern science, that of statistics. to Ses ae 


7 igorous i ; ; 
behind this index or Bie veneina 6 at Ca had Leelee ay or 
ground o 


subjective social value : 
Ss. Objectivity demand 
personal experiences and generalization based on thé weaheet dat 


- : 
contraceptives, J ucU® that for testing of long-acting 


Sufficient. Tt Studying 20,000 menstrual cycles is not at all 
effects on th in fact presumes that there would be no special 
exposure to bigs body in Spite of the long-term, continuous 
actually Pooling Corn eb eave Flaunting scientifically while 
e4Ga7e~) > - g S with the results that arise out of each lop- 


S hardly something that can and should 
go 
unchecked. And here comes the most crucial question. 


Calculation of Costs and Benefits 


taahinate A accept that no research or process of generation of 

Owiedge is value free; once we acknowledge that even the most 
objective looking Processes are colored and affected by the 
subjectivity of the person/agency generating it; once we 
recognise the role of social norms in determining what are facts 
~ we can not talk of costs or benefits without answering the more 
basic questions of qualifying what one means by costs and 
benefits. Benefits for whom at whose costs has to be clearly 
spelt out before even making the facts known. 


As far as the long acting contraceptives are concerned, the fact 
that they act for a long period of time itself means that they do 
not leave any space for intervention by the person on whom they 
are used. They mean a total dependence on that particular drug 
or device and hence on the agency that is responsible for 
providing that particular contraceptive. In that sense they are 
mainly and specifically developed for purposes of eugenic 
population control. They are aimed at and used against the most 
deprived sections of the world's population and meant to control 
these populations. 


We believe that so long as the agenda remains the control over 
population there can be no benefits for women on whom all these 
methods are used, it is pure and simple control over their 
bodies to gain other ends. All research and development in this 
area will be affected by this attitude and aim and hence it needs 
to be questioned at its very basic tenets. 


Women are made the targets of all reproductive technology 
apparently because their bodies obey certain cyclical pattern. 
Hence the scientists claim that it is simple to intervene in 
their bodies. They also produce only egg at a specific point in 
the cycle which again makes it easier er eadiseam iso > get ae 
exercise control. Then again because women's bodies finally 
carry the child and produce it, it 15s assumed that they are more 
responsible for the process of reproduction. 


In all this very scientific reasoning there is, however, Se 

;nder of society's norms and biases which are shaping =he 
ate tion of research. Reproduction 1s more and more becoming 
ere on inebe and controlling it is society's. So Sam vee 

i rms is said to work best also in the women's body! At 
oaeeeae cs e as more knowledge about human bodies is produced, 
Se cettina lesser access to simple facts about our biology. 
we 


hanges 
. If the person's body undergoes drastic c : 
— rama pag not matter so long as the _—— rm iba. 2 
the decided norms or the changed «tali@ #00 ays a 
according to the averages calicuiated g P ie 
are important to study. Reportedly by the en 
paige. heal are is cit tia the report was written) 17% peveres oe 
got their Norplant removed due to complaints of mens — 
disturbances. These were the women for whom the pain and tro e 
was unbearable. For whom fulfillment of even the dire need for 
contraceptives could not be compensative enough for the pain and 


discomfort. 


Other than these extreme cases, the menstrual disturbances caused 
by Norplant is studied in terms of certain average numbers. A 
three monthly observation of each woman was done. If that woman 
menstruated two to four times in these three months, had cycles 
of 22-35 day duration, bled for 10-20 days and maybe had some 
spotting for a total of about 10 days in that period, it was 
assumed that she did not suffer from menstrual disturbance. 


The criteria seem very exhaustive and considerate until one looks 
carefully at the experience of an individual woman that is hidden 
in these neat, specific numbers. A woman who has a regular cycle 
of 30 days and bleeds about 5 days during each menstrual period 
is considered to be “~normal' by these criteria. If with the 
Norplant her period changes in such a way that she has her period 
after 35 days and if she bleeds about 10 days each time and maybe 
even spotting for few days (something she never had before), she 
would still be normal and “scientific' decision would be that 
Norplant does not affect her menstrual cycle or that she does not 
suffer from menstrual disturbances due to Norplant! 


Another game of numbers is played when deciding on the sample 
size for the phase III trials for testing of contraceptives it is 
necessary in this phase that observations be made for twenty 
thousand menstrual cycles. This could be achieved by studying 
two thousand women for ten menstrual cycles or two hundred women 
for hundred menstrual cycle or whatever be the combination. This 


are supposed to work continuously for five years. In case of 


Norplant -- a contraceptive for sixty months this would have 
meant a study with about four hundred women for five years. 


Here the number is much smaller but we presume that the study is 
done for full period for which it is supposed to be used. In 
actuality, however, one thousand four hundred and sixty six were 
involved and a total of twenty thousand six hundred and sixty 
nine menstrual cycles were studied. This meant that the results 


were based on trials in which women were observed for only a 
period of one year or two years. 


NORPLANT 


These are eee: REFLECTIONS ON SOME EXPERI a 


e 
Norplant trials A aloes el eof women who have undergone 


All the wo 
particinating i> hshirghe we met were unaware that they were 
0 eg ee Tia rials. They were told that it was a new method 
Give a contraceptive effect for five years, that they 
ein 6 “the five years about getting pregnant, and 
y would not have any problems with the new method. 


did not have to worry for 

All th 

ate 2 image wanted a safe and good contraceptive. It was their 

ottveies ees they were aware that all other existing methods had 
Pp em or the other. This was a new method and the 


ie are associated with it were unknown to them. That was the 
ason they opted for this new method. 


we e584 had taken any pains to tell these women anything about 
orplant. It was considered sufficient for women to know that 
these rods would stay in their arm for five years and would take 
care of their need for contraception. When we met the same women 
we did not feel at anytime that they were uninterested in knowing 
more about it. They showed tremendous curiosity to know more 
about Norplant. Our conversations with them were a process of 
sharing of information about Norplant and learning from their 
life experience with it and was very educative for us. It was 
also felt that we should be carrying out similar work more 
systematically and with a larger number of women. Tt 46° a8 
essential and necessary task that we hope all of us will be able 
to take up together. 


We felt that the trials were unethically conducted because 
firstly, no information was given to the participating women 
about Norplant. The women were even unaware of the fact that it 
was a trial. All the basic WHO guidelines about informed consent 
and other related matters turn out to be absolutely meaningless 
in this respect. Follow up of patients was also conducted as 
casually. When Dr. Badri Saxena was questioned about this he 
told us that keeping track of any person was an impossible task. 
Some of the women said that they went regularly to the hospital. 
Some said that the social worker from the hospital used to visit 
them. Almost everyone said that they got a letter whenever they 
missed a visit. But in the follow up visits ae eps tere 
j d to happen, no investigations were perrormea. ‘ 
ete a7 a. not oe aia not think they had any problems they also 


used to skip hospital visits. 


‘ke to add our experience at another ICMR, 
Be ec. | Bere seven Norplant trial participants were 
simply missing and of these two were totally untraceable! res 
hat this also shows the kind of women who were chosen f0 
wey ee Women who had no permanent address probably lacked 
oh el mre re work and were vulnerable because of their 
° ' 


circumstances to pressure to enroll for the trials. 


we feel that this 


; ; scientists, 
So in spite of the claims of the rather than 


attitude is arising out of what society believes in, 
eut of the specific biology of women. 


The Way Ahead 


Within this scenario the question before us surely is of how do 
we move ahead. If we have to stop reacting in a piece-meal 
fashion to every new method that is being introduced, we have to 
define ourselves and our needs better. We have to define for 
eurselves what are our expectations from any reproductive 
technology. While critically examining the research processes 
and methods it is essential that we begin to take control. 


On doing some thinking along these lines we have felt that the 
process of reproduction and conception has to be relocated in the 
interaction between the man and the woman. Obviously then any 
control over it would be achieved by alteration in this process. 
Making internal changes in the body so that the egg or the sperm 
are not produced would be methods that would begin itself at the 
wrong point. According to us chemical interventions in normal 
human beings is not something which denotes any kind of control. 
When we looked at this way ‘minor' side effects actually appear 
to be serious conditions as they are result of an unnecessary 


intervention. 


When one begins from this point, the evaluation of the 
reproductive technologies has many different dimensions. i 


need, to fool ourselves with lop sided analysis and results. The 
direction of research, the methods used, the norms of ethics 
followed will all have to be very different. They have to be 
more “person' oriented; more for the user than for the population 
controller. 


In Baroda al 
peculiar Je the selection of women was carried out in a very 
+8 attached had a “ap Sayajirao Gaikwad Hospital where this unit 
Organisation ere ed the Baroda Citizens Council (BCC), an 
issues. The are in the slum areas on the health and other 
given the al eg a bapay nurse-cum-midwives (ANMs) of the BCC were 
were unaware of th ringing the women for the trials. The ANMs 
par with that ae ne Norplant trials and their information was on 
oo gpendie tte © women participants. Women with at least one 
were to be eelant at ee because women with proven fertility 
conten eatecdcan seh Those who had two, three or more children 
risks of in¢ * “his may be because exposure to Norplant and 
mtertility would not make much difference to such 


women. They Might also h 
ave been chosen because th i 
want to be sterilized immediately. °’ 


One more fact about 


the Baroda trials was th 
underwent trials wer at many women who 


, e Muslims and from Uttar Pradesh. 
this target population the slums were chosen MPL =o 
predominant population of Muslims and people from U.P., basically 
minorities, religious as well as regional. There is a belief 
about both these communities that they are reluctant to use any 
contraceptive methods. So it would look as if there is a hidden 
purpose of the government to thrust this five-year contraceptive 
onto this population through the family planning programme. This 
method takes away the control of women over their fertility 
without their realizing it, without any active participation from 
them, and can also achieve this without it being revealed to any 
family member. 


What tests were actually carried out on the participants in the 
Norplant trials it was not possible to get. It was clear from 
the kind of answers given by the women that it had not been done 
systematically. Only one thing is clear that urine was checked 
in order to make sure that they were not pregnant. Each and 
everyone of them had undergone PV examination. None of them were 
sure about the blood test. History was taken about illnesses in 
the past. Whether they were suffering from any major or 
contraindicated illness was not checked. Most..of, (205 
information was orally asked. Blood pressure was checked and the 
date of the LMP was recorded. We also met one woman who had 
delivered and was still breast feeding the child and her 
menstrual bleeding had not yet restarted. Actually, it is known 
that breast feeding women should not use Norplant. Three of the 
Baroda women kept on breast feeding even after Norplant 
They were told specifically not to breast feed but 
planation of why they should not do it, 
When one of them had specifically asked 
the doctors about breast feeding, she was told that it sates i 
matter. Once again it shows that women were not given fu 

: tion and left to face by themselves the unknown 
ee Orme d What will happen to the infants? What 
Benen OR tecta et the constant hormone level in the 
ae blood? Who would take cognizance of the unknown 


consequences? 


insertion. 
they had received no ex 
the reason behind it. 


No woman complained about any problems encountered pep che 
| i emoval. Everyone experienced it as a simp e 
ee edure at of them had different experience of Norplant 
a insertion. Two women out of the nine had to have it taken 
out. Another one had a problem but kept it for 2.5 years. 
Another did have problems but did not need a contraceptive since 
her husband had gone away for a job. Leela became pregnant in 
1.5 years and so had to undergo abortion and face removal of 
Norplant. Of the remaining four women two had problems but they 
could not relate it to Norplant and one of them does not know 
whether there is a link or not. One of them had problems of 
menstrual irregularity before Norplant insertion but fortunately 
it has not added any further complication. We met only one 
woman, who could be called a classical case who had absolutely no 
problems. She was very vocal and a confident looking woman even 
otherwise and we felt during the conversation that she seemed to 
be enjoying a victory, in contrast with the women for whom 


Norplant had failed. 


| 

It also gave us some assurance that once a woman has control over 
her reproduction, she acquires a different kind of self 
confidence. As the pill did in the west, she acquires a kind of 
self determination. Perhaps this interlinking on our part is not 
quite correct because we don't have cause effect analysis. 
Control over reproduction means many other things, for example, 
change in their relationship with their husbands, getting rid of 
the constant fear of getting pregnant -- all these things come 
along with control over reproduction and it was not possible to 
know much more about these aspects in the half-hour that we had. 
One thing that stood out sharply was the attitude of her family 
members and her situation in that respect and her suffering. 


We have to understand all these complexities in connection with 
these trials which are based on scientific methodology and in the 
“objectivity' of science. In such complex situations it is not 
possible to be objective and we feel that the researchers should 
state openly their subjectivity. What is their aim in these 
trials? What are they trying to find out about Norplant? What 
is their own opinion about Norplant? All this they should state 
explicitly otherwise it becomes impossible to get a clear, total 
design of the trials. 


What we found through the experiences of our interaction with 
these women is that the experience of using Norplant had a 


definite role to play in their lives. What other contraceptives 
had they used? What was their condition like when Norplant was 
inserted? These and other such things determine their 
experiences. It is dependent on all the above complexity in 
their lives. Whenever we asked about Norplant the initial 
response was that they did not have any problems. Only those 
who had severe problems answered differently. Probing a little 
more we always found many problems but they were not thought so 
because they were bearable'. Or because it is accepted that in 


any case anything you may take there are problems, and they have 
to be suffered. So, even whether there is a problem, and its 


extent 
s+ = Arm sf : ~ % 
' 4 ae 1eRd inadiv 


rRre cee 
_ Sy a ILO — 


re : ia = 
or CAO- har a i 2 CURA -y for each woman. 
conditions, 


It is decided 


Whatever we 
the partici 
ce r$ermines 


cat} 
Gathered during our conversations 


eT SaaS was also based on 


) 3 RE ete gg OT AUDI eotivicy 
Die wiete rea. ne ie mportant. In such experiments, 
en Ari lbalachahabeigag tse Fo numSers: 1) number of participating 
ree eos peri: cs women who xept the Norplant throughout the 
Sie | age ee" « Spenng of women who dropped out of the trial 
apes ea dad he ailure or any other reason not related with 
Fo er amant eayeh. So essentially the only objectivity is 
ne sures of continuation, discontinuation and failures 
continue or do not do so are all reasons which 


ive answers and cannot sg 
é ay that Nor i 
because it is aood. plant is 


age can be said about ovr observations also. But there is one 
ciiterence which needs to be stated. During the trials there was 
mo clarity Of perspective. Along with this lack of clarity, there 
exists a package which frightens us. ras As Tear ed with 
holcing on fo the information which needs to be disseminated: 
information as to what is Norplant, what effects Norplant has, 
what effects it eam have on the body, what are the caution 
sicnals, etc. Without telling women about all this but just 
coslecting information about their experience is nothing but 
p-aln and simmle inmiustice to women. It indicates not only the 
ars uojectivit 
a 


Cc 
y but also a false process in the name of 
jectiws ty..of pebe:. ene whois became 


Along with all this, is the advantage taken of women's situation. 
The faith they have in the doctors is also similarly used. With 
the loovsided model of research they are playing with lives of 
woman. To retain the objectivity of the model, women are reduced 
to an object. That is why it is not only a researcher's 
subjectivity. It goes beyond that and creates problem of 


7 


a@ifferent kind. 


In getting deep into their research and with-the power of their 
knowlecce, researchers become blind and it is reflected in their 
row perspective. Norplant is S6ne contraceptive and its 


nar 

contraceptive effect is for five years. So the study is done to 
confirm this effectivity. Then all the hormones related with 
menstrual negative feedback were checked. This checking was done 
to the extent of ,asking about menstruation etc. After taking + 
ovt, the wound was observed. Regaining of fertility was checked 
anc all testing was over. For five years a chemical is released 
Ba 2a Yi ucts SO the body. So menstrual cycle and other cycles get 
disturbed. What is done about +t? After removal of Norplant no 
examination takes place to link it with other problems in the 
hody. Perhaps fre probability of determining cause and effect of 
Norplant je a ieee ficult tack after removal of Norplant. But 
Monee 2+ necessary “c. continue the observations? We really 
Gone ar Gtiera this reductionist approach is going to take us. 


whom we met had problems. These 
2 to hormonal equivalent getting 
uch lona time and disrupting a monthly 
the two women who had undergone weight 
~manent after removal of Norplant. To 
revious level seems to be improbable. 
+ to overcome the weakness. But the 
wiseare t-estésa them have not been told about re isaem 
Soni Acain ignorance and blind faith in doctors per 3 nes 
argent out, cure them and to get rid of weakness. Self 
3 wis load them with medicines without any effect. ei 


s are aceain becoming playgrounds. 
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these conversations, whenever we had tried to talk with 
: 11 the time the point about the effects of long-acting 
ives used to be sidestepped by them completely. They 
sist on a single point -- of return of fertility. That 
eans effect on the body is limited to contraceptive effect. 
y creates doubts in mind about the similarity in 
e doctors and the most ignorant women. Both take 
ased en obvious facts. For doctors Norplant is 
Gefinitely a contraceptive so they restrict themselves to 
related to that aspect only. The women's knowledge 
about their bodies is so limited that the Norplant in their 
forearm appeals more to them than the Copper-T which is invisible 
and.placed in the uterus. 
This perspective of women we got through this discussions only. 
According to Madina, the Copper-T is put inside her body which is 
a dark area for her and she does not have direct contact with 
spat area. Then many women have experienced displacement of 
Copper-T. When it is not seen by eye one feels doubtful about 
its action. Norplant is there in the arm, if it begins to be 
displaced there will be immediate knowledge about it. Something 
inserted with minor surgery without feeling ashamed about it is 
sescer and does not seem to violate one's body as something that 
has to be inserted through the vagina. 


Tha is why Norplant becomes a choice. It is accepted with all 
“oy piuses and minuses, By showing faith in Doctors, taking 
Ha.anced view of one's conditions, with half-knowledge about 
one's body and with a strong belief that they won't become 
pregnant, along with pressure of social sanctions makes women opt 
for Norplant. Doctors are supposed to be helping them out by 
bringing out more and more such contraceptives. But really what 
heip are they offering and to whom? Women have to bear with all 
= Problems pecause the method is giving them relief for five 
_—": eee Saae D-US POint seems to be its contraceptive use. 
ee pe oe oa Ba ie control over their body and hand it 
over into the hands of ot thr i 
Shas is *o achieve birt Edateei F ae yan ae al Lv ee 
m,: : £ years and allow oneself 
bility of one more child. 


oe 9 
eo ope free of resnons; 


chosen and 
s s i 
; eems to be an ultimate violation of 


, through the exploitation b 
contraceptive providers.. And all this 


done in the name igh 
: of providin 
birth control method | aq women. wWhac: Chey 


r ' ; 
n this conversation some women said 


all thi 
re pele we youd not have gone ahead to insert it". Whither 
poe 2° ee eee 2 F ape choice? Incidentally, all 
e trial successfully. After taking our 
ig mma Rte = 5g had a rash on her face, and she took sea tiine 
oe and half years ! Of course she did not really connect 
wit! Norplant and in the absence of anything which can prove 
such kind of connections, we are at a loss. ¥ 


"if they would have told us 


These conversation were very educative at personal level. When we 
had gone to interview the women we did not had any idea about the 
Outcome of these interviews. But now we feel at two or three 
levels this process had helped us. First is to know about women 
and in what conditions they have had Norplant inserted and their 
experiences of Norplant is very important and necessary, to 
substantiate Our own conjectures. The way in which women 
perceive pain and problems; their need and compulsion to accept 
such methods; their experience with the doctor and health care 
system -- all were very vital in enhancing our understanding. 


Secondly, what these women have undergone is in total ignorance. 
Now onwards whatever is happening to their bodies, the 
experiments done on them make them alert or cautious and to 
insist on knowing how the contraceptive works. This can be our 
collective effort. 


Here are a few interviews with women from Baroda (Leela, Gouri, 
Meenaben, Sakina, Madina) . 


Leela is 34 years old. She has three children. Two daughters 
and one son. 


"There is a six years" gap between my two daughters. My husband 
was staying in the city during that time. When he returned to 
the village I used Copper-T. But it did not suit me and I had to 
suffer a lot. Finally I had’ to;‘get iat removed. I became 
pregnant. What could I do? After delivery I went to hospital 
again, the lady doctor told me a few things. I wanted some 
contraceptive method but I had doubts in my mind. I was scared 
to use pills. I had heard that to do heavy work while on pills 
is not possible. I earn by doing tailoring jobs. I had already 


experienced of Copper-T. This time lady Doctor told me about the 
She explained to me that there is minor operation in 
which something like rod is fixed under the skin on the arms. 
And it will do its job of contraception for five years. The name 
of the method is Norplant. I was scared about the difficulties 
irvolved in this method. But the lady doctor assured me that 


new method. 


there are no problems. I did not had any other choice as well. 


So I got Norplant fixed. 


lant I used to go every month for checking. 

r I missed my periods. Ten-fifteen days 
after my monthly period gone and I started getting worried ace a 
was pregnant again. I went to the doctor again. hg y 
willing to accept that I was pregnant. After a lot of troubie 
and pleading my urine was examined. I was pregnant. I was 
advised to go for abortion. I was helpless. Not only that the 
doctors aborted me, but took away Norplant as well. once again I 
had to get Copper-T fixed. My troubles started again. I felt 
defeated and removed the Copper-T. Now what is to be done? I 
felt disgusted with my body and its adamance. I have heard that 
periods stops? Can you tell me, when will that be for me?" 


After implanting Norp 
Nearly after one yea 


The story of Leela is not uncommon. Leela was not told that 
Norplant is a new method and it is implemented for trial, and so 
doctors also do not have full information about Norplant. She 
had weakness and was suffering from anxiety, but doctors did not 
bother to take that into account. Not only that, she was told to 


relax for five years. 


None of them tried to tell her, explain to her that it is failure 
of the method. It is not failure of her body. It is not her 
fault to find some method unsuitable. But deep down she believed 
that it was all the fault of her body. 


The fact is that any contraceptive method can fail. But it is 
fault of only of that method which takes over the body and 
disturbs the natural functioning of the body. 
Gouri is 26 years old. She had a son before implanting Norplant. 
She says, My first child was born unknowingly. I had not used 
any contraceptive method. After that one of the ANMs coming to 
ony told me about a contraceptive method which can be used for 
aby beter I was very happy to know about this method which 
: e€ away my worry for full five years. I went twice to the 
ospital and got Norplant inserted. I was very happy then. I 


continued breast feeding m i 
y son. I was totally in t 
future and what was there in store for me. J oe eet 


" 

Nagin ~<a At i exactly happened to my body after the inser- 
rans ae cietoae . Every eight days there used to be bleeding 
py ee a The bleeding used to go on for five days. My 
aye ees a eS and I used to feel very restless. Almost 
ieay 4n7auies “a to bleed. I used to feel bad about sitting 
sag Mpg —s < half the month. My husband also was unhap- 
alba: ie "a to sleep separately for half the month be- 
ay chvelas r. ing like in monthly period. We could not have 
Siren conan econ he started abusing me a lot. He even 
Savina ake aa me. He used to say, “what is the use of 
ce acacal , whom one could not touch whenever one felt like?' 

arted abusing me outright as days passed." : 


"I wanted to tak 

: e out No 
hospital, to request oo pel * mace several visits to 
Everytime the doctor used t etna per POMOve She Norpians. 
Dies they usea +. © find some excuse to avoid it. 
in the b ' . Say, that these trouble will be th 

eginning. Later it ere only 

e.eome medicin would be all right. Then they gave 
coatethin ee to stop my trouble. They also assured me that 
ies ae 1 be fine after few days. After that my trouble 
tell me th I kept on going and sometimes the doctors used to 
emer. at they do not have any time. It was only after number 
.s. at S to hospitals had been fruitless that I went to big 
Mospital. I threatened them, then only they removed Norplant." 


This was not the end of Gouri's painful and troubled story. She 
became pregnant within three months of the removal of Norplant 
During all the nine months she had bleeding. She also had body 
ache and pain in the abdomen throughout her pregnancy. She 


eeeeres an underweight baby, a daughter with one eye small from 
ieth. 


She was not knowing that she is part of an experiment. It is 
said that all is done by doctors is for your own good, but then 
nobody had bothered to tell Gouri that she should stop breast 
feeding her child after insertion of Norplant. 


Irregularity in monthly cycle causes weakness and trouble for 
women. At the same time women have to suffer from psychological 
tensions. Doctors can ignore these, saying these are only in the 
initial stages. However, in order to find relief from these 
pains and troubles women like Gouri have to make several trips to 
the hospitals and plead with the doctors. When there is so much 
harassment to remove Norplant at the experimental stages, any 
woman can imagine what all the poor women will have to suffer 
when a Norplant work Rs.1000/- will be implanted in their bodies. 
Will the women control their own bodies or some external force -- 
be it doctors or governmental policy? is there any way out to 
Find out whether Norplant is responsible for the problems of 
Gouri's daughter's troubles as well. 


Meenaben is 28 years old. She had one daughter and one son 
before fixing Norplant. She runs a shop along with her husband. 


Her elder: brother-in-law works in a hospital ad on his advice she 
got the Norplant implanted. She says, 


"Barlier we were not using anything. I became pregnant the third 
time when our second child was three years old. I went to the 
hospital for abortion because we did not want a child just then. 
I wanted to go for Copper-T. When I heard about this new method. 
I felt there would not be any problem after fitting Norplant and 


I would not have to think about anything for five years. But my 
whole life changed after Norplant. I used to be worried that my 
periods go on for eight days. I used to feel very weak. On top 


of it I had to listen to everything that my mother-in-law used to 
say. I had to sit separately during my periods. I could not 
participate in any festivals. I did not have the energy to do 


Once I had a fight 
ng. 


w elder sister-in-law because I could not share ee 
daily household work. I could not look after my ch ren 
pr 


operly. 


hi I used to cry at my condition. 


BF 
< 


i i What can I say? 
"So I did not even feel like eating anything. 
My whole life was terribly disturbed. I had to bear everything, 
since the elder brother-in-law had advised me to get Norplant 
fitted and he was working in the same hospital. 


"Pinally, I felt defeated and took the decision to have Norplant 
removed after two and a half years. It was not so simple. After 
a lot of reluctance and avoiding me for nearly six months, the 
doctors finally removed it. During this time my weight had 
reduced by seven kgs. After removing Norplant my periods have 
been regular. I am still taking treatment for weakness. Even 
now I do not feel physically fit." 


Meenaben also did not know that she was participating in a trial. 
She had used a technique which was still not tested. She is 
still taking treatment for her weakness but neither she nor the 
doctors know how far it is linked to Norplant. Meena did not 
even know how far it is linked to Norplant. Meena did not even 
know that for the treatment of any major illness it is necessary 
to tell that she had got Norplant implanted earlier. 


If Meena had known that whatever she had been told before 
implanting Norplant was not only half truth but even false, she 
might have been saved from the weakness, physical pain, 
psychological tension which results due to the irregularity of 
monthly cycle. 


Sakina is 27 years old. She already had one daughter and one son 
before implanting Norplant. 


Sakina got married at a very young age. Both her children were 
born in a short-while. She also wanted a contraceptive like all 
of us. Sakina's neighbour's name was Salma. Sakina's husband's 
mame was the same as Sakina's. Sakina had volunteered herself 
for Norplant. But her family members refused. So Sakina got the 
Norplant using her neighbour's name. 


a 


She also suffered a lot because of this tech 
nique. Her periods 
became so irregular that she used to think it wera Se 


literally anytime, Before the periods there was a problem of 
anes discharge. Doctors gave tablets and also advice (which was 
available freely). Sakina had to suffer because doctors were not 


~ + 14 374 
as aii willing to remove Norplant. In four years she became so 


weak that she w 


as i a 
felt defeated, eran endttion to bear the baby. 


got herself operated to remove Norplant 
Actually Sakina wa 


Finally she 


nted a contrac 
ica tae eptive method which would prol 
gap between her two children. She only wanted fe al suse 


her ili ; 
ia ty er to lose it. But who cares about need? If she 
eta 0 <i other method she might not have become so weak. Nor 
betas <a ave to undergo an operation. We don't know how many 
phees e are like Sakina who do not want to have a child only 
a particular period. For this it is not necessary to use 
such a long term measure as Norplant. We don't want such methods 
which so ruthlessly play with our body and completely distort 
their natural processes. Also one is scared to think what 


further troubles there will be and what will be the evil effects 
on the children born after this. 


Madina is 25 years old. She had one son and one daughter before 
implanting Norplant. She said -- 


"Our neighbour Salma had adopted the same method. I had two 
children. I didn't want any more children, so I went and got 
Norplant implanted. In the beginning there was some problem. I 
was very happy. But one day there was a letter from the 
hospital that many women have suffered from Norplant so it will 


have to be removed. Although I wasn't willing Norplant was 
removed." 


Madina doesn't remember any problems. Neither family planning 
officials nor her family members were concerned either about her 
need or her liking. She had experienced swelling of her body and 
there was rash on her face nearly one month after the removal of 
Norplant. She took treatment for the same for three and half 
years. Is there any correlation between these problems and 
Norplant? Who can say, any of the doctors or scientists? 


It is essential to remember that other body functions may get 
affected because of Norplant. She might not have told the 
doctors that she had sometime implanted Norplant. it is also 
essential for every woman who is going to get Norplant implanted 
to know beforehand that the troubles associated with Norplant may 
be there during Norplant and may also continue even after the 
removal of Norplant. 


The next question is that of willingness/choice. Does Norplant 
consider your convenience and desire? Don't be under any 
illusion over thig aspect. What a woman wants has never been the 
consideration of those developing this contraceptive method. The 
experience of all these women clearly shows that whether you 
suffer or don't suffer due to Norplant, you are entirely 
dependent on the doctor to remove iinonce. 1b 26 implanted. — = i 
the doctor is not willing, there is no other way of removing it. 


Tt has to be remembered that it is an experiment. Once the 
Norplant is implanted the body itself becomes a laboratory. 
Nobody can say what its possible side effect can be on either the 


woman or on the child born later. you, yourself will have to 
take a decision. What you need is an effective contraceptive 
method which is free from these effects. Do not compromise on 
it. Do not let your need turn into helplessness. 


-~FORUM FOR WOMEN'S HEALTH (FASDSP) 
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CALL FOR A HALT TO RESEARCH ON 
. ANTIFERTILITY ~VACCINES' 
immunological contracepti 
= ptives) 
abe undersigned, call for an immediate halt to the 
= opment of immunological contraceptives because of 
meerns about health risks, potential for abuse, unethical 


research, and the assumptions underlying this direction of 
contraceptive research. 


Groups of contraceptive researchers worldwide have been 
developing a completely new class of contraceptives for the 
past two decades. Immunological contraceptives, also known 
as antifertility “vaccines', are being developed primarily 
for women in LACAAP * countries. 


Five major institutions are currently carrying out the 


research: 
> The National Institute of Immunology, New Delhi, India; 
> The World Health Organization, Geneva, Switzerland; 


> The Population Council, New York, USA; 


> The Contraceptive Research and Development Programme 
(CONRAD) , Norfolk, USA; and 


> The National Institute for Child Health and Development 
(NICHD), Bethesda, USA 


A variety of organizations are funding this research. They 
include the World Bank, the United Nations Population Fund 
(UNFPA), the United Nations Development Programme (UNDP), the 
Rockefeller Foundation, the US Agency for International 
: Development (USAID), the International Research and 
: Development Center (IDRC, Canada), and the governments of 
| India, Norway, Sweden, United Kingdom and Germany. 


The stated aim of those developing antifertility “vaccines' 
: is to induce temporary infertility by turning the immune 
system against body components which are essential for human 
reproduction. A variety of immunological contraceptives - 
mainly for women but also for men - are now being tested in 
clinical trials. The “vaccine' which is most far advanced 
aims to neutralize the human pregnancy hormone hCG ( human 
chorionic gonadotrophin), a hormone produced in a woman's 
body by a fertilized egg shortly after conception. This 
hormone is altered, then coupled to a bacterial or viral 
carrier ( for example, a diphtheria or tetanus toxoid) so 
that the immune system mistakes the natural pregnancy hormone 


se 
* Latin American, Caribbean, African, Asian and Pacific countries 


for an infectious germ and reacts against it. The body thus 
does not get a signal to prepare for pregnancy and the 


— . 1 
her immunologica 
is expelled. Ot = ipl 

ceaictwes sad developed to interfere etna tortie 
ee erm, the maturation of egg cells, t a gee eae 
“ caus oo the implantation and development o 
pro ; 


embryo. 


ur Main reasons are: 


fertilized 
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1. ABUSE POTENTIAL 


Immunological contraceptives will not give women pepe ta 
control over their fertility, but rather less. Immuno Ogica 

contraceptives have a higher abuse potential than =~ 
existing method. They will be long-acting (depending on the 
Cype they may last from one year to life-long) . They cannot 
be “switched off! and they are easy to administer on a mass 


introduction of antifertility “vaccines', especially in 
LACAAP countries. This compounds Cur concern about mass 
administration of immunological contraceptives without 
people's knowledge or informed consent. 


completely differently to the same kind of immunological 
contraceptive. For example, the Indian anti-hcg formula, the 
most advanced method, did not work for 20% of the women; 
While its effect lasted from six months to over two years in 
Other women. In addition, Stress, malnutrition and disease 


immune diseases, on the other hand, the “vaccine: may cause 


life-long Sterility. People will have no outward Sign to 
know whether and when an immunological contraceptive is 
working. 


Immunological Contraceptives are unlikely to ever be 
harmless, They interfere with delicate and Complex 
immunological: and reproductive Processes. There are many 
Potential risks; induction of autoimmune diseases and 
_ allergies, exacerbation of infectious diseases and immune 
disturbances, a high risk Cf fetal ©xposure to ongoing immune 
reactions. Ag research on antifertility vaccines’ began 20 
years ago, little or no thought has been Given on how 
immunological Contraceptives may directly or indirectly 


increase risks of HIV infection, Cr hasten the onset of full- 
blown AIDS, 


4. 


System for contraceptive 


me when primary health care 
y countries are being dismantled, when the 


. taken place in India, Brazil, Sweden 
Finland, Dominican Republic, Chile, Australia. Trials are 


halla: taking place in India (perhaps also in the United 
Cates) and are planned in Sweden. 


International standards of ethics in clinical trials state 
that human experimentation Should only take place if the 
Product being developed offers advantages over existing 
options. Immunological contraceptives offer no advantage in 
terms of efficacy, reversibility, safety, protection against 
sexually transmitted diseases or control by the user. The 
risks to women and men cannot be justified. 


In addition, these trials are of concern because: 


There has been insufficient testing of the anti-HCG 
contraceptive on animals before testing in humans; the 
animals used do not give enough indication of adverse effects 
for women and their children; 

The enrollment of women was not based on informed consent. 
The efficacy and safety of the immunological contraceptive 
has been overstated. Consent forms have compared 
immunological contraceptives to anti-disease vaccines. This 
analogy obscures the differences in principle of action and 
purpose between the manipulation of the immune system for 
contraception and the induction of immune defense against 
harmful micro organisms; 

There has been insufficient data collection about adverse 
effects to women and to children born to women during trials. 


FRAMEWORK OF CONTRACEPTIVE RESEARCH 


The interplay between population control institutions, 
Northern and Southern countries, religious institutions, the 
medical establishment, as well as the community, the society 
and male partners profoundly influences the type of 
contraceptives available and the way they are being provided 
- or not provided. As many researchers readily admit, the 
concept of anti fertility ~“vaccines' was conceived in a 
"demographic driven, science led" framework. The major 
funders of contraceptive research want to increase the 


effectiveness of population control programmes. Most of the 


scientists involved in the research see the body as a machine 
to be mastered. The major trend in contraceptive development 
has been to create technologies which are long acting, have a 
low user failure rate, which lend themselves for mass 
fertility control - and which interfere with delicate and 
complex processes in the human body. — Research on 
intrauterine devices, long-acting hormonal injectables and 
implants (Norplant) has been given precedence over user 


i and condoms 
led low-tech methods such as diaphragms s = 


control : pa: 
or over existing local practices of fertility control —_ 
nay seen as better contraceptive acceptors than ee ot > 
contraceptive research is still directed at metho 

women 


are a logical culmination of this 


Antifertility “vaccines' 
framework. 
WHAT DO WE WANT 
We call for a radical reorientation of contraceptive 
research. Population control should not be placed above the 


interests of women as individuals. Approximately 10% of 
public funding for new contraceptive research worldwide is 
currently being spent on antifertility “vaccines'. We would 
like to see this funding redirected. The aim must be to 
enable people - particularly women - to exert greater control 
over their fertility without sacrifying their integrity, 
health and well being. Contraceptive development must be 
oriented at the realities of women's lives. Above all it 
must consider local health care conditions and the position 
of women in society. 


We call on all research institutions involved, in particular 
the National Institute of Immunology. The Population Council 
and the World Health Organization to immediately stop all 
research on immunological contraceptives. 


We call on all funders to stop financing this type of 
contraceptive research. 


DRUGS 
cocetti. "APPROVES" DEPO PROVERA 
with Drugs Controller on 11.4.94) 


By Rukmani Anand & C. Sathyamal 


Injectable ; 

in the Po gaeeecencaves Like Depo Provera and Net-en are back 

prescribes it for this time it could be your gynaecologist who 

ese you, and your local chemist who dispenses it 
re these hormonal injections, and how safe? ; 


Depo Pr 

aly sofa =A Net-en have been around for the last twenty five 

7 | ed gem rovera (depo medrosyprogesterone acetate) and Net- 

Riles isterone enanthate) are injections given three-monthl 
Oo-monthly to prevent pregnancy. ; 


They contain a s 
ynthetic hormone which is simil 
ar 
progesterone, a naturally occurring female hormone. re 


They produce a series of changes in the higher brain centres 
(hypothalamus and pituitary glands), the ovaries, and the inner 


lining of the uterus (endomentrium) resulting in a contraceptive 
effect. 


Both drugs have serious side-effects, which are given separately 
in a box. 


Both the products have been dogged by controversy. 
Multinationals Upjohn in the U.S. and Schering in Germany have 
found it extremely difficult to get approval in their own 
countries. 


When approval was finally given to Schering by the Federal Health 
Office in Germany in 1983 it was qualified by the label "second 
rate". The actual quote from the Press & Information section of 
the national health authority Fed. Rep of Germany reads: "Their 
(injectables') use can only be justified“in rare cases; the 
products are clearly second rate". 


Meanwhile, in the U.S. right through the seventies and eighties 
the debate over approval by the powerful Food and Drugs 
Administration (FDA) continued unabated. It was not until 1992 
that the FDA finally approved Depo Provera for use as 4a 


contraceptive. 


Field testing of both Net-en and Depo Provera has been going on 


in India since the seventies. Thousands of women have been 
exposed to Net-en and Depo Provera as part of the Indian 
Government's clinical trials. However in 1975 Depo Provera 


trials were discontinued (See Box) 


Net-en trials, however, continued right through till phase IV. 
And in 1986/87 the Drugs Controller of India gave his approval 
for the marketing of Net-en through German Remedies the Indian 
subsidiary of Schering. But Schering has been unable to enter 


if iti women's 
the market with Net-en because of stiff opposition by wo 


groups. 
d against Net-en, 

not only actively campaigne 
ee woven oe ia an a Supreme Court case against the Drugs 


th have also fi 
Be vclter of India, ICMR, The Ministry of Health, and the State 
of Andhra Pradesh (where trials had been going on). 


Health hazards to women and the clear absence of informed consent 
by women who were made to use these injectables as part of 
the Government's clinical trials formed the basis ofthis public 
interest litigation filed by Stree Shakti Sangathana, Saheli, 


Chingari and others. 


The case is still pending a hearing in the Supreme Court. The 
Drugs Controller of India has yet to file his reply to the 
several charges levelled against him in court. : 


So, in the 1990's what exactly has changed? 


The Government has ushered in a new liberalisatin policy opening 
up access to Indian markets, throwing all caution and controls to 


the winds. 


"Today's policy says any doctor can import any drug", says Dr. 
Das Gupta, The Drugs Controller of India. He added: "Whether 
you like it or not, the policy has been made. I am not here to 
question policy, which comes from above." 


But the Drugs Controller of India is meant to play a key role in 
safeguarding the health interests of the Indian population, and 
in particular of women. 


In the new political climate clinical trials are being replaced 
by post marketing surveillance. In other words the new buzz-word 
is "acceptability" rather than "safety" which was the major 
concern of clinical trials. 


According to Dr. Das Gupta: "In the contraceptive field clinical 
trials do not give much information. It is a tunnel vision. Post 
marketing surveillance is what will give the necessary 
information", 


Said Dr. Das Gupta; "I have cleared this contraceptive Depo 
Provera on relative safety and efficacy (It can never be 100 per 
cent safe). But I am not convinced about acceptability, because 
of the socio-economic pattern. It is like Cadbury's or Nestle's 
chocolate. Until it is put in the market who can say which will 
be more acceptable?" 


Special "informed consent" forms are to be signed by any woman 
who starts taking Depo Provera from her doctor. This has been 
made mandatory by the Drugs Controller. 


The real question, 


how Dose 
a consent forn ee .. ever is: Why should the woman have to sign 


he drug is safe? 
Or should w 

yi si ip = fanaa that clinical trials are being carried out 

og marketing Surveillance? And that Indian 

© guinea pigs? The only difference now being 


S women will be given this dubious privilege; the 


role of guinea pigs havi 
g ing earlier b ved 
th een reser 

€ poorer sections. for women from 


eer osPOnee to such apprehensions, Dr. Das Gupta said: "The 
rsy created by women's groups is childish. They say 
copper-Ts are good, oral contraceptives not good, injectables not 
good. This is like saying”~sari' is good, ~kurta' is not good 
Women ko murga banaa diya, yeh kya baat hai!" 
Why has the Government introduced these drugs into the private 
market rather than the family planning program? 


"Private marketing will have much fewer women who will be 
exposed. The women will be paying for the contraceptive and 
therefore will check and re-check. And moreover there will be 
supervision of the women by the company", explained Dr.Das Gupta. 


Dr. Das Gupta appears to have accepted the swing in international 
Opinion asserting the safety of the injectable. The most 
significant turnaround has been by the FDA in the United States 
waetoh im 2992 gave-2t seal.ief.approvai to. Depo es a 
contraceptive. 


To what extent the FDA approval was influenced by the population 
control lobby in the US is a different question, which we need 
not go into over here. 


What has in fact not changed is, that to date, no Indian study 
carried out has concluded that either of the injectables are a 
safe contraceptive with acceptable side effects. | 


In any case, the Family Planning Programme will have to wait at 
least two years before Depo Provera can be used within its 
framework said Dr. Das Gupta. "I have not allowed the drug to be 
put in the Family Planning Programme, because a large number of 
women will be exposed. And I have asked the ICMR to do a pre- 
programme-introducation study, which means Phase IV clinical 
trials", said Dr Das Gupta. 


ICMR, however, is hemming and hawing about their role in further 
Depo provera trials. Dr Badrinath Saxena, Dy Director Genral at 
ICMR when asked whether they had initiated any phase IV studies 
with Depo said: " I don't know, we are doing so many studies. 
Why don't you ask the Drugs controller. We are purely an 


advisory body". 


acing method. This means 
injectables are being touted as a sp 
pf = ipa a woman decides to stop using them, her body systems 


get back to normal, and she is able to conceive. 


The information packet provided by ao — ieee poaeeee 
: h ver 

the Indian company marketing Depo ro 

a Fae which on the face of it sound reassuring. However, 


for each individual woman who wants to have ababy it is not 


percentages that count, but a simple question: what are the 


chances of my not getting pregnant? 


In this context, the latest edition of a standard text 
book, (Goodman & Gilman's “The Pharmacologogical Basis of 
Therapeutics',1991 ) available to all medical students says: 
"Depo Provera (medroxyprogesterone).. should be used only if the 
possibility of permanent infertility is acceptable to the 


patient". 


Interesting corroboration for the restricted usage of Depo was 
available at the height of the controversy in the U.S. when the 
Select Committee on Population was told by a representative of 


Grady Memorial Hospital" It (Depo) is recommended for post- 
partum women unable to schedule a sterilization for several 
months, for women over 30, or mentally retarded women..." ( and 


other such categories). 


In 1987 despite the existent ban on Depo for contraceptive use, 
it was nonetheless used by the Americal Health Services on their 
indigenous American Indian population as well as on the mentally 
retarded women inside institutions. 


In France too, Depo was Mainly reserved "for immigrants with poor 
language skills and mentally impaired women judged incapable of 
managing their own contraception". 


It does not require too much logic to figure out that in making 
Depo provera "available" to third world women, the hidden 
anference is -- that we Similarly are incapable of making 
informed choices and so require a "second-choice" provider- 
controlled technology to reduce our fetility rates. 


Another key question that needs to be focused upon is : if any 
Indian woman suffers upon taking this injectable, who will 
compensate her? 


In the U.S. the whole question of legal liability of drug 
companies, of doctors, of Gynaecologists, exercises a great many 
minds and costs the company millions of dollars in out-of-court 


settlements and insurance coverage. But in India, nobody seems 
liable. 


Company representatives of Upjohn and Max Pharma when contacted 
did not seem unduly concerned about product liability in India. 


eee 2 ee pontroller of India, expansively stated that he was not 
| g y liable for complications arising out of any drug" use 


|) Since, “there is no drug which doest not have an 
y adverse drug 
| reactions (ADR) associated with it". 


However, Dr Das Gupta did have this to say: "Although I have no 
legal liability, I have taken on "conscience" liability. My 
responsibility is to see to the packet insert that goes into the 
package. You see, I am not an advocate of injectables but the 
time has come when we have to give the choice to women". 


ny | 


[VV ID 
INITIATIVES: WOMEN IN DEVELOPMENT 


Parsn Apartments, 109, G.N. Chetty Road, T. Nagar, Madras - 600 017. INDIA 
Teal: 8260689. Fax. 91-44-8954376 


